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H. Smith 


First American Medical Editor - 


O many of the present generation it is 

astonishing to learn at what an early age 
the sturdy individualists of bygone times, in 
this and other countries, undertook large re- 
sponsibilities and achieved distinction. Among 
the outstanding medical men of the eighteenth 
and early nineteenth centuries, in the United 
States, John Syng Dorsey* was one, and Elihu 
Hubbard Smith was another. 

Smith was born in Litchfield, Connecticut, 
September 4, 1771, and, after attending the 
public schools in his native town, entered 
Yale College at the remarkably early age 
of eleven years, receiving his degree as a 
Bachelor of Arts in 1786, when only fifteen 
years old. After that he studied under the 
personal supervision of Timothy Dwight, who 
was then the head of an academy in Green- 
field, Mass., and later was president of Yale 
College. 

Deciding to follow the profession of med- 
icine, young Elihu returned home and be- 
gan his studies under his father, who was 
a physician. In 1791 he went to Philadelphia 
for a regular course of medical lectures, and 
the next year, when just of age, entered upon 
his chosen career at Wethersfield, Conn. 

He soon found that his abilities entitled 
him to a wider field of activity, and in 1793 
he established himself in New York City, 
where he remained until his untimely death, 
in 1798. 


*See Ciin. Mep. anno Surc., Jan., 1936, page 1. 


In 1796, he was appointed attending phy- 
sician to the New York Hospital; and in the 
same year, in collaboration with the dis- 
tinguished physicians, Drs. Samuel L. Mit- 
chill and Edward Miller, founded the Med- 
ical Repository, the first medical periodical 
in the United States, and became its editor 
at the age of twenty-five years. To this 
journal he contributed a number of articles, 
partly of a classical-historical character 
(“History of the Plague in Athens,” “Pesti- 
lential Diseases in the Carthaginian and Ro- 
man Armies,” etc.), and partly timely and 
clinical (“A Case of Mania Treated with 
Mercury,” “Letters on Yellow Fever in New 
York,” etc). He seems to have been some- 
thing of an authority on epidemic diseases. 


Nor were his writings confined to profes- 
sional subjects. He wrote the libretto of a 
three-act opera, and also a five-act play, 
“Andre,” which was produced in New York 
in 1798. Moreover he made a collection of 
original and selected poems, wrote a his- 
tory of the American elk, and made a num- 
ber of other contributions to the general lit- 
erature of his time. 

In 1798, while busy with his medical prac- 
tice and his literary labors, his friend, Dr. 
Scandella, who was visiting in New York, 
was suddenly taken ill and, being unable to 
find lodgings, was taken into Dr. Smith’s 
home. His malady proved to be yellow fever, 
which was then quite common in the North, 
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and his generous host contracted the disease, 
from which they both died very shortly. 

We of these later days can find much to 
admire and emulate in the career of this 
scholarly, cultured and self-reliant . young 
practitioner and pioneer in medical journal- 
ism, who functioned during the infancy of 
our Nation. 

il i 


Live fully today if you would live fully tomorrow.— 
Dr. Jesse F. WILtiaMs. 
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The Saving Salt of Humor 

| bows are many who are quite willing to 

admit that they are not beautiful nor clever 
nor artistic nor wise nor especially endowed 
in other ways; but the people who are will- 
ing to admit that they have no sense of 
humor are so rare as to be practically non- 
existent. 

And yet, this sense or faculty 
means sO common as_ personal 
suggest. In fact, there are many 
it is partially or totally lacking, 
suffer from this lack. 

The appreciation of wit—the ability to see 
the point of a funny story or “wise crack”— 
is by no means synonymous with a true sense 
of humor. This latter is much more funda- 
mental and goes far deeper into the structure 
of the personality. It may, perhaps, be de- 
fined as a clear and sound apprehension of 
the relative values and importance of things 
and ideas, and is by no means easy to ac- 
quire, but when acquired is an invaluable 
prophylactic against most of the inner dis- 
tresses of life, and many of the outer ones. 

No hardened or deliberate criminal pos- 
sesses a sense of humor, nor is it found in 
psychiatric clinics or hospitals. It is deficient 
or lacking in all those who spend any con- 
siderable portion of their time and energy 
in worrying about things which may not (and 
generally do not) happen or which do not 
matter greatly in any case. If the sum of 
human discomfort and misery resulting from 
these causes could be footed up, it would be 
staggering. 

A child or a half-wit can and does laugh 
at the mischances, assininities, and minor 
misfortunes of others; but it takes a philos- 
opher or one with a robust sense of humor 
to laugh sincerely at his own mistakes and 
foolishness and misadventures, and to accept 
the vicissitudes of the day as a part of the 
discipline of life, doing all he can to improve 
conditions and enduring what cannot be 


is by no 
estimates 
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cured without bitterness or self-pity, which 
latter is always a pernicious form of selfish- 
ness. 

Truly superstitious people (and they are 
many!) also lack a sense of humor, for the 
two are absolutely antithetic, because super- 
stition is neither more nor less than the er- 
ror of mistaking something unimportant for 
something important. Those who have a 
b leaced sense of proportion and permanent 
values can never be afraid to meet a black 
cat, nor to declare that they do not believe 
the unbelievable and unimportant, no matter 
how many or who may believe, or profess to 
believe it. 

It takes a heap of living and a heap of 
thinking about life and one’s true self; a 
heap of listening to the sorrowful tales of 
others and of feeling with them (sympathy); 
a heap of knowledge and faith and horse 
sense, to build up a real sense of humor— 
but it is worth the effort. 


The ability to laugh at one’s self springs from the 
same source as poise. It represents detachment from 
a situation.—EvLeanor R. WEINBRIDGE. 


"Doctor" and "M.D." 


HE title, “Doctor,” used to mean something 


important, dignified and worthy—a token 
of scholarship and ability. 


Now all the irregular practitioners of heal- 
ing cults have stolen that ancient and honor- 
able title and seem able to get away with 
it, except in Oregon (and perhaps a few 
other places), where they have to state 
specifically what kind of “doctors” they are. 

Moreover, any minister of religion in a 
jerkwater town is likely to be called “Doc- 
tor”—suggesting that he is a D.D.—and any 
brokendown plugugly can confer upon him- 
self the degree of “Doctor of Physical Cul- 
ture.” 

One thing they cannot steal is the letters 
after one’s name that indicate one’s 
academic status! 

It would be a wise idea if every regular 
physician would leave off the preface “Dr.” 
on his office sign, letterheads, cards, state- 
ments, etc., and put the letters “M.D.” at 
the end of his name. Then there would be 
no ambiguity about his claims and people 
would eventually learn to look for those let- 
ters, instead of a now-meaningless title. 

Some physicians make a practice of add- 
ing, below their names and in parenthesis, 
on their stationery, the number of their state 
medical license, following the name of the 
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state or states in which they are licensed, 
something like this: 
JOHN DOE, M.D. 
(Ohio Medical License No. 0009) 
Such a practice has much to recommend 
it and should be much more widely used, by 
those who are in earnest about doing some- 
thing to minimize the influence of the irregu- 
lars and quacks. 
Seana eaiainns 
Training in the art of posing is part of social educa- 


tion; and mental fitness includes social fitness.—Joserit 
JastRow. 


ee 


Teaching Contraception 

Qa people have rather gen- 

erally accepted contraception as a 
necessary and desirable part of the technic 
of living in the modern world, and even 
those who take an adverse stand upon this 
purely sociologic and biologic problem on re- 
ligious grounds, have decidedly weakened 
their position by giving official approval to 
one of the methods of birth control (the “safe 
time” or “rhythm” method) which is widely, 
and often unsatisfactorily, practiced. 

However one may feel about this matter, in 
regard to one’s own acts, it is certainly a 
manifestation of intolerance to attempt to 
force one’s personal opinions upon others, 
and especially to attempt to limit the profes- 
sional activities of physicians in accordance 
with that intolerance. 

Much has been said and written about the 
improvement of contraceptive methods (and 
this has gone far), but far too little thought 
and discussion have been devoted to the train- 
ing of suitable instructors in its technics. In 
the larger cities there are experts in this line, 
but in the smaller towns and rural sections 
there are few or no specialists who can give 
this instruction adequately. If contraceptive 
advice is to be given widely and wisely, 
medical students must be trained to give it. 

A survey of 76 medical schools in the United 
States has shown that, in 30 of them, no 
teaching on contraception is given; while in 
28, such instruction is a part of the regular 
curriculum, and in the others, especially in 
states where the laws are most restrictive, 
there is only fragmentary and sporadic in- 
struction. This is a disastrous situation, and 
the first step in remedying it is to do all in 
one’s power to secure the repeal of the 
archaic federal laws on the subject. Bills are 
now pending in both Houses of Congress, and 
sincere physicians should write to their rep- 
resentatives in Washington, urging them to 
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vote in favor of such repeal or modification, 
so that all physicians can legally receive 
such instruction and give such information. 

In the Journal of Contraception for March, 
1936, there is a tentative outline of the 
minimum amount of teaching of this subject 
which is required to make the students rea- 
sonably proficient in it. All medical faculties 
should be urged to incorporate at least this 
minimum requirement in their curriculums. 

The world of human life moves, whether 
we like it or not, and those who are wise 
will take steps to prepare themselves to move 
along with it intelligently, instead of being 
carried along blindly and stumblingly, or 
forced out of the procession altogether. 

e on 

It is just as much our duty to give contraceptive 

advice when medically indicated as it is to advocate 


the employment of any other prophylactic measure.— 
J. Wuitrivnce Wittrams, M.D. 


Fresh Pastures 
gue it is generally accepted that “distance 
lends enchantment to the view,” it seems 
probable that, to a horse, the grass in the 
pasture on the other side of the fence looks 
greener and more succulent than that in the 
home paddock. 

The same sort of reaction takes place in 
the bosoms of human beings from time to 
time, and from the number of changes in the 
addresses of physicians, one might imagine 
that medical men are more susceptible to the 
migratory fever than are most others of our 
species. 

During the past few trying years, there has 
probably been more shifting of locations than 
during any similar period of time in the past; 
and it may be that, in some instances, a move 
has resulted in improving the conditions of 
the mover, but in most cases it has not, though 
the change may rarely have proved to be 
disastrous, so long as one stayed in one’s 
own country. 

When things seem to be going badly at 
home and the prospect appears to be a chaos 
of uncertainty, there are always a certain 
number of people who get the feeling that 
almost any other part of the world would 
be better than ours; for medical men, this 
is a highly erréneous notion. 

A recent study, made for Medical Eco- 
nomics, discloses that, of the 47 reasonably 
civilized countries, not one offers to an 
American physician both reasonable licensure 
requirements and the prospect of a decent 
income. The only countries in which he can 
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obtain a license to practice without unwind- 
ing miles of red tape are Morocco, Ethiopia, 
Iraq and Siam—and one can easily imagine 
how much of a living, both as to quantity and 
quality, would be available to a medico from 
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Malaria in the North 
[Sane is a rather general impression that 
malaria has ceased to be of any impor- 
tance in the United States, and that what few 
cases there are occur only in the southern 


Newark or Fort Wayne 
or Des Moines or Dallas, 
in any of these. 

The only foreign 
countries in which a 
keen American doctor 
could build up a satis- 
factory practice are Ar- 
gentina, Bolivia, Panama, 
Czechoslovakia, and 
Egypt—and it takes from 
one to ten years, as well 
as elaborate diplomatic 
negotiations and fear- 
some examinations, to 
get a license in any of 
these. 

When it comes down 
to brass tacks, the same 
professional and _ per- 
sonal abilities which 
would make a physician 
successful abroad, will 
make him successful at 


NEXT MONTH 


Dr. Frank L. Wood, of Lynden. 
Washington, will describe, in a 
helpful manner, a_ satisfactory 
method for conducting labor in 
the home under antiseptic technic. 

Dr. Russell A. Winters, of Chi- 
cago, will discuss the industrial 
aspect of hernias, with a classifi- 
cation and description. 

Dr. Edward H. Ochsner, of 
Chicago, will give convincing 
reasons why a physician should 
be extremely careful about using 
the word, “Never,” in talking to 
his patients. 


COMING SOON 

“The Diagnostic Value of Signs 
and Symptoms,” by W. L. Kitch- 
ens, M.D., Texarkana, Tex. 

“Neurasthenia and Unreason- 
ableness,” by D. J. Hayes, M.D., 
San Anselmo, Calif. 

(Dr. Kline’s article on stomach 
operations, announced for July, 
will appear very shortly). 


states. Along with this 
goes the idea that mos- 
quitoes are merely pests 
which interfere with our 
enjoyment of the beau- 
ties of the woods and 
streams. 


On the contrary, ma- 
laria is no joke in cer- 
tain parts of this coun- 
try, and the Anopheles 
mosquito is widely dis- 
tributed. With our mod- 
ern methods of rapid 
transportation, all that 
would be needed to pre- 
cipitate an outbreak of 
malaria in almost any of 
our northern states 
would be for someone to 
acquire the infection in 
some locality where it 
is now endemic, and 
come north with it dur- 


home; and, by and large, 

the same statement ap- 

plies, except in rather rare instances, in re- 
gard to changing locations within the borders 
of the United States. 

Shakespeare knew about such matters 
when he made Cassius say, in Julius Caesar, 
“The fault, dear Brutus, is not in our stars, 
but in ourselves, that we are underlings.” 

The sole reliable way for one to earn suc- 
cess in the practice of medicine (and the same 
principles apply in any vocation one may 
choose) is to be such a sincere, painstaking, 
well-posted, sympathetic, and human doctor 
and citizen that sick people will be eager to 
obtain one’s services and that one will be a 
respected and loved member of the com- 
munity. With these qualifications, a satisfy- 
ing life and a reasonable living are assured, 
no matter where one’s field of activity may 
lie. It is not the pasture that matters, but 
one’s ability to digest and assimilate the 
physical and spiritual nutriment which any 
and every pasture offers to the diligent, 
capable and discerning ones. 


ing the warm months. 

Most of the physicians 
in the North never think of malaria as a pos- 
sibility (just as they never thought of ame- 
biasis until a few years ago), and before 
they would be awake to the conditions, the 
disease might be widely spread. 

Of course, the destruction of the breeding 
places of mosquitoes is an important san- 
itary measure, but, from an epidemiologic 
standpoint, the prompt isolation (screening) 
of every victim, and his prompt and vigor- 
ous treatment, are even more important. The 
time may soon come when every person, ar- 
riving in any northern community from any 
of the southern states, may have to be held 
in quarantine for a few days, to determine 
whether he is a carrier of plasmodia. 

This is merely a warning to all physicians 
in the northern states to keep malaria in 
mind, from now until the frosts come next 
autumn, and prepare themselves to treat such 
cases effectively and to take the necessary 
measures to make sure that the infection does 
not spread. 
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Electro-Resection of the Prostate* 
By Edward S. Pomeroy, A.B., M.D., Salt Lake City, Utah 


wee anything new is loudly heralded, 
those who are most conservative are 
always skeptical. We are slow to try any- 
thing new until it is proved to be a step 
forward, for we cannot experiment on our 
private patients. 

About five years ago, the electric removal 
of prostatic tissue made its first appearance 
in Utah. Before long there were two or 
three machines in operation. At this time 
my office had not yet adopted its use, although 
reports from outstanding urologists, in our 
best national medical journals, gave it their 
endorsement. 

Soon we had a flood of patients, who had 
been subjected to this operation elsewhere, 
coming to us for relief of pain and bleeding. 
Some of them died. We heard stories about 
many patients upon whom the operation was 
begun and abandoned, because of severe 
bleeding, the operator hurrying to make a 
suprapubic opening to check the hemorrhage. 
One local hospital began to frown upon the 
operation because of persistent bad post- 
operative complications which occurred, con- 
sisting of terrific after-pains and suffering, 
sepsis, early and late hemorrhages, many 
cases of persistent dribbling, and some deaths. 
For these reasons, we were slow to adopt 
anything productive of so many bad results. 

In spite of all this, the literature endors- 
ing the value of this type of surgery, in- 
creased rapidly in volume, and criticism was 
notably absent. Practically all reports were 
favorable. 

In 1933, my office felt that the procedure 
had been universally adopted and that we 
must add it to our armamentarium. Ac- 
cordingly we first investigated the equipment. 
Nearly a year was spent in gaining informa- 
tion, directly and through the mails, extend- 
ing our interrogations from Atlantic City and 
New York, on the east, to San Francisco, 
Los Angeles and Pasadena, on the west. All 
literature was also carefully scanned. Dr. 
Robert V. Day, of Los Angeles, reported that 
the electro-unit was a very important factor 
in obtaining good or bad end results. 

This investigation finally narrowed down 


*Read before the Nevada State Medical Convention, 
Elko, Nev., Oct. 25, 1935 
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Urologist, Holy Cross Hospital 





to two machines, both of which were in use 
by members of the Mayo group. Before long 
one of these was eliminated, and our machine 
was thus finally chosen by careful selection. 

The actual progress of patients subjected 
to this operation can be visualized by submit- 
ting abstract case reports of a few patients 
selected at random from our files: 


Case Reports 


Case 1:—Man, aged 63. Complaints: In- 
ability to pass urine; difficulty in starting 
flow; end dribbling; frequency and nocturia 
(3 or 4 times); then sudden, complete reten- 
tion. 

The patient was hospitalized and put to bed 
with a retention catheter. He had several 
chills and high fever. His first phenolsul- 
phonephthalein (P.S.P.) test totalled 32.5 
percent, and the blood urea nitrogen was 21.7 
mg. A few days later his P.S.P. test showed 
some improvement, totalling 50 percent, but 
his blood urea nitrogen rose to 29 mg. We 
interpreted his chills and fever as coming 
from an infection of the urinary tract, and so 
gave him free irrigations and instillations of 
the bladder, with frequent changings of the 
catheter. A week later the PSP. test 
totalled 53 percent and the blood urea nitro- 
gen was down to 10 mg. 

Rectal examination disclosed a prostate of 
second-degree enlargement, moderately in- 
durated in spots, and with irregular outlines. 
The cystoscopic picture showed bladder-neck 
irregularities and teats, with pale areas of in- 
duration. There was little or no encroach- 
ment of the prostate into the bladder cavity. 

Operation: On Nov. 1, 1934, under a spinal 
anesthetic and using the Stern-McCarthy 
resectoscope and the Bovie electro-unit, 8 or 
10 segments were cut from the floor and 
lateral aspects of the prostate at the bladder 
neck. About 5 Gm. of tissue were removed. 
There was very little bleeding, which was 
easily controlled. An indwelling catheter, F. 
28, was left in place. 

Postoperative course: The patient had no 
pain; no narcotics were required, and there 
was no bleeding. On Nov. 5, the retention 
catheter was removed, but was re-inserted 
because the patient had some difficulty in 
controlling his urine, which dribbled slightly. 
On Nov. 8, which was the seventh post- 
operative day, the catheter was removed per- 
manently and there was no dribbling. Slight 
burning at the beginning of urination was the 
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patient’s only complaint of discomfort. On 
Nov. 12 (eleventh postoperative day) he was 
discharged in good condition, with no com- 
plaints. 

Case 2:—Man aged 69. Complaints: The 
force of his urinary stream had decreased for 
the past several years; then followed noc- 
turia, dribbling, inability to urinate properly, 
and finally acute complete retention. He gave 
a history of gonorrhea 30 years previously. 

The patient was put to bed with a reten- 
tion catheter tied in. His total P.S.P. test 
was 61 percent; blood urea nitrogen, 11.2 mg.; 
creatinin, 1.1 mg. 

Rectal examination disclosed a prostate 
normal in size, while both seminal vesicles 
were distended, hard and lumpy, blending 
with the outline of the prostate and making 
the lines of demarcation difficult to identify. 
Cystoscopic examination showed a _ typical 
median bar formation. 

Operation was performed Nov. 9, 1934, un- 
der a spinal anesthetic, which proved to be 
faulty, so that the patient felt a good deal of 
the proceedings. 

At introduction, as the tip of the resecto- 
scope met the median bar, firm resistance was 
encountered, and upon withdrawal of the 
obturator considerable bleeding was evident. 
Six or more good sized pieces of tissue were 
removed with the cutting current, and there 
was considerable free bleeding. All bleeding 
was checked with the coagulating current, as 
much as possible after each cut before pro- 
ceeding with the next cut. Four (4) grams 
of tissue were taken out. He was sent to his 
room carrying an F. 28 indwelling catheter. 

Postoperative course: The operative field 
in this case was very vascular; the operation 
was begun in a field already bloody; and 
postoperative hemorrhage was rather antici- 
pated. We were gratified and relieved to 
notice that the pinkish tint in the drainage 
diminished readily and had become clear 
within 24 hours. The catheter was removed 
on Nov. 16 (the seventh postoperative day) 
and he was able to void satisfactorily. He 
was discharged, in good condition on the 
tenth postoperative day. 

Case 3:—Man, aged 79. Complaints: Fre- 
quency, dribbling and difficulty in urinating 
for the past 6 years, terminating in acute re- 
tention. He was catheterized and put to bed. 
The P.S.P. test totalled 64 percent; blood 
urea nitrogen, 13 mg.; creatinin, 1.2 mg. 

Rectal examination disclosed a smooth, sym- 
metrical, and soft prostate of third-degree 
enlargement. The cystoscopic picture showed 
an irregular outline at the bladder neck, with 
teats and projections and a median bar forma- 
tion. The lobes of the prostate did not en- 
croach greatly into the bladder, although 
there was moderate puffing on the left. 

Operation: On Nov. 16, 1934, under a spinal 
anesthetic, fifteen or twenty pieces of tissue 
were removed, totalling more than 6 Gm. 
There was practically no bleeding. The pa- 
tient was sent to his room with a large in- 
dwelling catheter. 

Postoperative course: There was no bleed- 
ing and no complaint of pain. The catheter 
was removed on Nov. 20 (fourth postopera- 
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tive day) and he was discharged, in good con- 
dition, Nov. 21 (the fifth postoperative day). 

Case 4:—Man, aged 75. Complaints: Fre- 
quency, nocturia, and dribbling. After a week 
in bed, with an indwelling catheter, his blood 
urea nitrogen increased from 28 to 29 mg.; 
creatinin was 2.1 mg.; and there was a trace 
of albumin in his urine. 

Rectal examination showed that we were 
dealing with a small, sclerotic prostate. Cysto- 
scopic examination verified this and demon- 
strated a bladder calculus. The calculus was 
crushed and washed out, and the patient was 
put to bed, with an indwelling catheter, for 
six weeks. At the end of this time his blood 
urea nitrogen had increased to more than 50 
mg. and the urine showed one-plus albumin. 

In spite of this, we operated upon him 
March 27, 1935, using sacral and caudal block, 
which proved to be faulty and gas had to be 
used to supplement it. We removed more 
than 2 Gm. of tissue, with little bleeding. 

Postoperative course: There was no pain 
and no bleeding. The catheter was removed 
April 3 (seventh day); the patient then 
voided at will, and was sent home. 

Case 5: Man, aged 63. Complaints: For 
twenty years he has had urinary distress, 
with periods of retention, pain in the rectum, 
dysuria and nocturia. At admission retention 
was not complete. His P.S.P. test totalled 
70 percent, and the blood urea nitrogen was 
19 mg. After ten days of treatment, the blood 
urea nitrogen came down to 16 mg. 

From the rectal examination it was ascer- 
tained that the right lobe was not much 
larger than normal, but that the left lobe 
was enlarged 4 degrees. With the cystoscope 
this left lobe was seen pushing the posterior 
urethra into the form of a letter C. There 
was also a marked median bar. 

Operation: On April 30, 1935, under a 
spinal anesthetic, 8 to 10 Gm. of tissue were 
removed, with little bleeding. 

Postoperative course: No pain nor hemor- 
rhage occurred and the catheter was removed 
May 5 (seventh day), at which time he voided 
freely. He felt some burning while voiding, 
but no real pain, and there was no dribbling. 
He was discharged, in good condition, May 6 
(the eighth postoperative day). 


Summary 

In our series of cases in which prostatic 
electro-resection has been employed, no seri- 
ous difficulties arose during operation; post- 
operative convalescence was notably unevent- 
ful, with absence of pain and bleeding; and 
satisfactory end results were obtained. No 
case required any narcotics; no case caused 
any postoperative anxiety; all were able to 
void fairly well from the fourth to the 
seventh postoperative day; and all able to 
leave the hospital in from 5 to 11 days after 
operation. 

These patients have all been followed up, 
some of them now for over a year, and in 
every case there is a good functional result. 
We have had no case with permanent drib- 
bling. 
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Comment 

As there are only three factors involved in 
the electrical removal of prostatic tissue— 
the electrical unit and other equipment; the 
operator; and the patient—final success or 
failure depends upon these factors. 

No doubt there are electro-units which do 
not supply adequate and dependable currents. 
Currents must be constant in volume; must 
be of a high range of variable adjustment; 
and must have sufficient reserve power. 

The operator should be, primarily, an ex- 
pert cystoscopist. The technic of using the 
cutting current is exacting and important. 
Dr. John R. Caulk has shown that, in making 
a slow cut to aid coagulation and hemostasis, 
as is done by some operators, there is about 
nine times the damage to the tissues than 
occurs if the cut is made quickly, later 
utilizing only the coagulating current to 
check the bleeding. This may appear to be 
an insignificant point, but it is a very im- 
portant factor, later, in preventing pain, 
sloughing and delayed hemorrhages. 

The currents, both of the cutting and the 
coagulation type, should be maintained at the 
minimum degree that will adequately serve 
the purpose, in order to avoid deep injury 
and undesirable end results. The resected 
pieces of tissue should come out as clean as 
fresh pieces of meat, with no charring nor 
burning. There should be little, if any, after- 
sloughing. 

A specific example of this phase of the 
matter was illustrated in an incident at one 
of our hospitals. We had been using our 
equipment successfully on many cases at 
other institutions, and when we first at- 
tempted to use it here it would not cut unless 
we advanced the current far beyond that 
usually found safe and desirable. By care- 
fully investigating every step in the proce- 
dure, we discovered that this hospital was 
using chemically-softened water instead of 
distilled water, which will not do at all, as 
any chemical in solution vitally affects the 
cutting current. After that was remedied, 
the hospital records improved. 

Experience teaches us the finer points in 
technic. We have found that a fulcrum action 
in manipulating the resectoscope is a very 
important factor; for, if the angle of any cut- 
ting stroke is too flat, the loop will merely 
slide over the surface and will not engage 
the tissue. Again, it is necessary to begin 
each cut slowly, with an initial “digging-in” 
action, in order to engage a proper “bite,” or 
the loop will have a tendency to skid without 
cutting. 

The commonest complications of electro- 
resection, in their order of frequency, are: 
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(1) Hemorrhage, early or late; (2) sepsis; 
and (3) permanent dribbling. The first one, 
hemorrhage, can be avoided by critical atten- 
tion to the study of technic. The second com- 
plication, sepsis, can be anticipated and com- 
bated by preliminary care of existing infec- 
tions in the urinary tract, together with post- 
operative follow-up and after-care. Perma- 
nent dribbling occurs not because of too 
much tissue having been removed at the 
bladder outlet, but from bringing the cut too 
far forward toward the region of the external 
sphincter. This can be avoided by not making 
too long a cut. It is well to use the 
verumontanum as a landmark, and to keep 
the loop away from it; but too much reliance 
cannot be placed upon this structure as a 
guide, because it is often impossible to dis- 
tinguish and differentiate this structure in 
many of these pathologically distorted pros- 
tatic urethras. 

Finally, the patient should be selected 
within the range of physical possibilities and 
limitations, as well as within the range of the 
operator’s skill and experience. 


Conclusions 

When one contemplates the picture of post- 
operative convalescence following the major 
operation of enucleation of the prostate gland, 
wherein we see pathetic, feeble old men in 
a state of shock and pain, hovering near the 
death bed for many days, many of them dy- 
ing and all of them suffering and causing 
anxious moments for the family and attend- 
ing surgeons, as compared with the smiling 
countenances, absence of pain, rapidly clear- 
ing urine, and finally, the good functional re- 
sults in these cases of electro-resection, one 
cannot hesitate to proclaim that this latter is 
the procedure of choice in the great majority 
of cases. 

I feel, as does Alcock and many others, 
that if the operator is an able surgeon and 
an experienced cystoscopist, the indication 
for the choice of this method is largely “any 
patient with an operable obstructing pros- 
tate into whom the instrument can be intro- 
duced, excepting early cases of malignant 
disease, and in some of the largest glands, 
particularly if they are also foci of chronic 
infection. There is no doubt these latter are 
better totally enucleated.” 

But again, even in these, in the presence 
of a bad heart or low blood pressure, electro- 
resection is the safest, for experience has 
taught me that, although transurethral sur- 
gery must not be taken too lightly, it can 
safely be employed in many cases where 
major, open surgery would manifestly be 
fatal. 

316-17 Judge Bldg. 


Focal Infections 
By J. Ivimey Dowling, M.D., F.A.C.S., Albany, N. Y. 


T™ students of focal infections base much 
of their practice upon theory, as yet proved 
only by clinical observation. The data ac- 
cumulated are the result of the removal of 
evident foci of infection, and then observing 
the improvements that take place in indi- 
vidual patients. Reported results of like kind 
seem to prove that focal infection is a potent 
cause of many symptoms that still are not 
scientifically and undisputedly explained. 

Every disease is the result of some specific 
cause. “Discovery and removal of the cause 
is ofttimes followed by disappearance of 
symptoms and an actual clinical cure of the 
disease,” said Ernst Laplace to his students, 
in his lectures, in 1893, at the Medico-Chirur- 
gical College in Philadelphia. The doctor had 
but recently returned from studies under 
Koch and Pasteur. His enthusiasm was great 
and his genius as a teacher impressed his 
students throughout their careers as physi- 
cians. 

The Nasal Accessory Sinuses 

I have always been influenced in my 
studies because of my contact with that great 
surgeon, and my own specialization in the 
surgery and treatment of accessory nasal 
sinus disease has led me to the belief that 
the actual cause of many symptom syndromes 
is to be found in the cranial cell cavities— 
the frontal, sphenoid, and maxillary sinuses 
and the numerous smaller cavities or ethmoid 
cells. These cavities are nature’s ideal incu- 
bators, for the constant temperature and 
moisture required to promote germ growth 
are ever present. 

The larger cavities all drain and ventilate 
into the nasal meatuses, but the smaller 
ethmoid cells are intercommunicating and 
seldom drain and ventilate directly into the 
nasal cavities. They, therefore, ofttimes har- 
bor and develop toxic agents to an unusual 
degree. 

The ethmoid cells are a honeycombed group 
of cavities, varying in number, situated in 
the roof of the nose immediately beneath the 
floor of the cranial cavity, and the method 
of ventilation and drainage of these cells may 
be likened to that of a septic tank, the prin- 
ciples of which are familiar to many house- 
holders. 

The maxillary sinuses are the largest of the 
accessory nasal cavities and are especially im- 
portant because they catch the drainage from 
many of the other cells and may be well 
termed the cranial cesspools of infection. 

The inferior meatuses catch the drainage 
from most of the cavities, directing the flow 
of diseased products to the pharynx and 
larynx; therefore the inferior meatuses (or 


floors of the nasal chambers) may be called 
the sewers of the sinuses. 

Focal infections are the cause of many 
acute and chronic ailments that may resist 
all treatment until the exciting focus of in- 
fection, whether near or remote, is elimin- 
ated. Benjamin Rush observed three cases 
of arthritis benefitted after extraction of teeth 
and, in 1804, published a report. About one 
hundred years passed before Roseneau and 
Billings actually demonstrated the cause of 
rheumatism and other disease symptoms. 
Additional observations have proved that in- 
fections of the accessory nasal sinuses and 
tonsils are also causes of somewhat similar 
symptom complexes. 

The major possible sources of focal infec- 
tion are the nasal sinuses, teeth, and tonsils. 
These several parts are all in intimate relation- 
ship and, because of the blood and lymph 
streams and the varied ramifications of the 
fifth nerve, when infected are important fac- 
tors in producing symptoms. 


Distribution of Focal Infection 

A consideration of focal infection should 
also take cognizance of the location of the 
pituitary and thyroid glands. The former is 
proximal to the sphenoid sinuses, and the 
latter is intimately connected with the lingual 
tonsils and, at times, is a direct route for pos- 
sible extension of infection from the naso- 
pharynx through the glosso-thyroid duct, 
which sometimes remains patulous into adult 
life. Health is largely dependent upon bal- 
anced function of the endocrine glands, and 
the pituitary and thyroid are most easily 
affected through focal infection of the upper 
respiratory tract and may easily occasion up- 
sets of other glands or organs, with resultant 
ill health of varied nature. 

Infection extends by way of the blood and 
lymph streams and, because of the close asso- 
ciation of lymph channels to the nerves, it 
may readily be comprehended why nervous 
disorders and neuralgias are caused by and 
so often disappear after elimination of focal 
infection. 

Careful study of focal infection is war- 
ranted, if for no other reason than the fre- 
quent cures of many neuralgias, headaches, 
vertigo, diplopia, and other single symptoms, 
which have proved so difficult to cure by 
methods in vogue for many years past. 

The study of allergy has gained well 
merited recognition, but failures of such 
treatment are often due to unrecognized focal 
infections, and such foci must be eliminated 
to promote the more positive success of the 
allergic treatment of asthma, hay fever, and 
allied conditions. 
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Concerning the sinuses, it is an accepted 
fact that ventilation and drainage are essential 
to normality. Therefore, anything that in- 
terferes must be overcome and, for that pur- 
pose, well-selected intranasal and sinus sur- 
gery is essential. The health of the teeth and 
alveolar sockets is important. Not only 
should alveolar disease be cured by extrac- 
tion of teeth, but dead teeth should also be 
extracted, as they are frequently the cause 
of intractable neuralgias. 


Specialized Opinions 

Specialism is at times belittled, on the sup- 
position that they who curtail the practice of 
medicine also limit their studies to parts of 
the whole and invest this, that or other frag- 
ment with potentials only existent in the 
complex entity. Thus the achievements of 
specialists are disparaged, their motives de- 
preciated, and their professions discredited, 
because of the biased judgment of enthu- 
siasts who variously acclaim the positive 
cause and cure for “nervous prostration,” 
headaches, neuralgias, spinal irritation, in- 
somnia, somnolence, paralysis, epilepsy, men- 
tal apathy, vertigo, tinnitus, and a host of 
other indefinite symptoms, or even some sys- 
temic affections. Seemingly the evidence ac- 
cumulated from the experience of oculists, 
rhinologists, gastro-intestinal experts, orificial 
surgeons, gynecologists, and other specialists, 
warrants the faith and merits the distinctive 
dictums of one or all these several specialists, 
the practitioners all proclaiming that symp- 
toms marvelously similar are, nevertheless, 
pathognomonic of variously different causes. 

Paradoxical though it seems, there is a 
quota of truth in each of these varied claims, 
for one or the other inference as to the 
dominant cause may be proved as the posi- 
tive conclusion through the results of treat- 
ment. Certain judgment is only possible after 
careful consideration of the many possible 
or probable causes of symptoms in which the 
subjective or objective resemblance obscures 
the actual origin or true nature of the ex- 
isting disease. 

By virtue of inherent vitality, patients with 
acute disease tend to recover without re- 
course to the arts of medicine, although with 
the aid of remedial measures the certainty of 
cure is greater. Furthermore, many diseases 
are often stayed in their incipiency, through 
the virtues of appropriately prescribed 
treatment, or an actual cure is obtained, even 
though the disease be unnamed and its causa- 
tive factors undiscovered. In many such 
acute affections, etiology, diagnosis and prog- 
nosis may be unessential in suggesting treat- 


ment or promoting a cure; but the fact that. 


recovery is possible, even in the face of 
ignorance, is no excuse for careless methods, 
which eventually engender therapeutic nihil- 
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ism and promote skepticism of all accredited 
virtues of the science and art of medicine. 
It is such skeptics who decry the specialists 
and impute ulterior motives to their endeav- 
ors to alleviate or cure the diseases which, 
because of long-continued, constant irrita- 
tion, are declared chronic and generally be- 
lieved to be incurable. There is also a goodly 
number who truly believe that failure simply 
proves the continued action of some hidden 
cause, which must be removed ere cure is 
possible. 

The successes of special treatment are fre- 
quently due to the discovery of obscure 
causes that may be overcome by mechanical 
aids or remedied through surgical measures. 
Slight structural lesions are easily overlooked 
and their possible evils slighted. The disre- 
gard of seeming trifles, which are, in fact, 
important causal factors, may be the reason 
for one man’s failure, but recognition of their 
true import and proper treatment is the next 
man’s key to a cure. 


Nerve Irritations 


The nervous and phlegmatic temperaments 
are essential factors to be considered in at- 
tempting to determine the positive relation of 
cause and effects, for highly-strung, nervous 
persons are easily influenced and their 
normal energy destroyed by seemingly trivial 
structural changes; but, on the other hand, 
in phlegmatic persons, even more pronounced 
lesions, similarly located, might prove abso- 
lutely symptomless until some excessive drain 
of vital force weakens the nervous balance 
and makes it a factor to be considered. 

Health is typical of harmony; disease sug- 
gestive of discord. The comparative func- 
tional balance of the one, and likewise the 
imperfect metabolism of the other, have but 
one vital resultant, which is life, the various 
phases of which are swayed by two para- 
mount factors: nervous force and the intricate 
vascular phenomena, of which the neural ele- 
ment is primarily dominant in all pathologic 
lesions, because localized irritation of the 
nerves disturbs the vascular equilibrium, 
whether of a proximate or remote part, the 
path of excitation passing through either the 
sympathetic or cerebro-spinal routes, occa- 
sioning congestion that may be transitory or 
prolonged, as controlled by the period during 
which the active nervous element persists. 

The maiden’s blush and the hectic flush are 
familiar examples, the one resulting from an 
external influence that shocks the sympa- 
thetic system and occasions vasomotor dis- 
turbance, with merely a momentary suffusion 
of parts that are unchanged after its sub- 
sidence; while, on the other hand, the hectic 
flush is an effect of long-continued internal 
structural change and distant nervous irrita- 
tion, ever constant in action, inducing at first 
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the brilliant glow that foretells the ensuing 
destruction. 

The blush and hectic flush suggest the ex- 
tremes of negative and positive possibilities, 
subsequent to the ever-associated relations 
existing between the nervous and vascular 
forces. The one results from an external 
cause and effects a functional disturbance of 
short duration, with no sequent destruction; 
the other is the result of internal, remote 
structural change, gradually evolved from a 
primary functional imbalance. In either in- 
stance the dominant cause is remote and local 
treatment would prove ineffectual, but cure 
of the local affection would ensue in either 
case through removing the distant cause and 
restoring the vital balance, which may be ac- 
complished, in the one, by moral suasion to 
check the fears of a sensitive maiden and 
thus relieve the nervous tension that is 
started through external suggestion, and in 
the other instance the activities of bacillary 
infection must be subdued and their localized 
pulmonary destructions healed ere the hectic 
flush will subside. These two conditions are 
suggestive illustrations that serve to empha- 
size the mutual influence between the nerves 
and vascular systems and their dominance 
over all processes of metabolism, which in 
health are harmonious, but in disease dis- 
cordant. 


Whatever local state acts as a constant irri- 
tant to the nervous system, may well be con- 
sidered a dominant cause which, in many 
chronic diseases, will be found to be struc- 
tural changes necessitating mechanical pro- 
cedures for their relief, in order to permit a 
cure of the varied symptoms resulting there- 
from. 


Chronic diseases are of various origins, and 


many bear a decided similarity in their com- 
plex symptoms, suggestive of allied nervous 
derangements for which the oculist, rhinol- 
ogist, gynecologist, orificial surgeon, or other 
specialists acclaim the cure, and each is able 
to substantiate his claim by a list of authentic 
cures. Success, to become established, must 
be proved by accredited witnesses; but, on 
the other hand, no proof is demanded for 
failures, and so their object lessons, which are 
valued assets, are quietly recorded on the 
files of personal experience. However, to 
ascertain the actual truth of the matter, both 
successes and failures should be duly con- 
sidered, for both are positive evidence, the 
one proving that a given organ or part may 
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be the dominant cause in question and the 
other emphasizing the fact that, although 
symptoms may be similar, the dominant cause 
is not necessarily the same. This being so, 
the pros and cons, the possible and probable 
causes, should be duly considered ere sur- 
gical procedures are undertaken in any given 
case, and then, if resort to operative inter- 
ference proves of no avail, a reconsideration 
of the subjective and objective symptoms is 
essential. 

Subjective symptoms alone are ofttimes 
misleading and suggestive of possibilities 
only. However, objective examinations will 
frequently reveal, as the actual dominant 
cause, some abnormality previously unrec- 
ognized as a probability and not even con- 
sidered as a possibility. 


Conclusions 


The known facts as to focal infection per- 
mit the following postulates: 

First:—Disease is the effect of dual causes 
—predisposing and exciting. 

Second:—In all diseases two influences are 
active—nervous and vascular. 

Third:—The inherent tendency of every 
cell is to recover from injury; therefore, many 
acute diseases are self-limited and health 
may be reestablished, in some, without re- 
course to treatment. 

Fourth:—Appropriate drug therapy aborts 
many diseases in their incipiency, and in 
others establishes positive cures of some 
acute and subacute affections that would 
otherwise be attended with disastrous 
sequelae. 

Fifth:—C hr onic disease and individual 
symptoms of a persistent nature are ofttimes 
the result of some undiscovered structural 
fault acting as the dominant cause. Drugs 
will relieve symptoms of such origin, but a 
cure is obtained only by a surgical proce- 
dure or some other mechanical aid. 

Sixth:—Similar symptoms, of chronic type, 
may be of various origins, the similarity be- 
ing induced by different dominant causes 
affecting allied nervous disturbances and re- 
sulting vasomotor disturbances. 

Seventh:—Subjective symptoms are sug- 
gestive of possibilities, but the evidence of 
objective examinations is more positive and 
indicative of probable causes which aid in 
establishing the actual facts and indicate 
appropriate treatment. 
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The Treatment of Pneumonia with a 
New Bacteriolytic Agent (Edwenil) 


By Leo Saxon, M.D., Chicago, Ill. 


T= problem of pneumonia has baffled the 

human race ever since its early history, 
but the first definite reference to it is found 
in the works of Hippocrates, who called it 
“peri-pneumonia,” including in the term all 
acute diseases of the chest accompanied 
with pain in the side. He gave directions 
for bleeding, “and that largely and boldly, 
if the pain be acute”; he also recommended 
a hot-water bottle or a cataplasm of lin- 
seed, applied to the hypochondrium as far 
up as the breast; when the fever was at its 
height, a purge was advised. 

The different stages of pneumonia and its 
differential diagnosis remained obscure until 
Laénnec and Addison made these points 
clear and proved its origin and essential seat 
to be in the air cells of the lungs. 

The greatest recent contribution to our 
knowledge of the subject, especially from the 
standpoint of therapeutics, came from the 
Rockefeller Institute of New York, where 
four different strains of pneumococci— 
Types I, II, III, and [V—were isolated. Type I 
occurs in about 33 percent; Type II in 30 
percent; Type III in 12 percent; and Type IV 
in 25 percent of the cases of pneumonia. Type 
III has the highest virulence, with a mortal- 
ity rate of about 40 percent; Type II, 40 per- 
cent; and Type IV, only 15 percent. Types 
I, II, and IV comprise over 75 percent of all 
cases of pneumonia and are amenable to 
serum treatment (antipneumococcic serum— 
Felton). It is claimed that the use of Felton’s 
serum reduces the mortality of Type I from 
30 percent to from 10 to 20 percent, and that 
of Type II from 40 to from 15 to 25 percent. 
This is possible, however, only if the serum 
is given very early and in full doses (min- 
imum of 100,000 units intravenously every 
four to six hours). It is fully admitted that 
in Type III cases the serum nearly always 
fails. Also, owing to its prohibitive cost, the 
average patient cannot be treated with this 
therapeutic agent. We are, therefore, forced 
to look for other means of combating the 
terrible mortality for which this “killer” 
among acute infectious diseases is still re- 
sponsible. 

Immunotherapy 

For all practical purposes, immunotherapy, 
with which we are chiefly concerned here, 
may be divided into two categories, de- 
pending upon the two chief types of in- 
vading bacteria—exotoxic and endotoxic. The 
exotoxic organisms excrete certain waste 
products, called toxins, which cause the body 
to produce neutralizing substances (anti- 


toxins) to counteract the infection. This is a 
characteristic of all exotoxic bacteria. To 
combat infections caused by them, the body 
must be assured of an excess of the specific 
antitoxins. A prototype of these toxin- 
producing bacteria is the diphtheria bacillus, 
whose toxin causes paralysis and death un- 
less neutralized .by Behring’s antitoxin. Other 
exotoxic infections are tetanus, botulism, and 
plague. 

In this discussion, however, we are par- 
ticularly interested in the infections and in- 
fectious diseases caused by the endotoxic or- 
ganisms, which do not produce toxins. In 
contrast to the exotoxic infections, we do not 
find such a prompt immunizing response on 
the part of the body; the reaction is much 
slower and less spectacular than that due 
to the toxin neutralization with antitoxin. 
Practically all the common infections in 
medical and surgical practice (staphylococcic 
and streptococcic infections, gonorrhea, pneu- 
monia, influenza, whooping cough, etc.) are 
caused by endotoxic bacteria. 

Every infection excites the production of a 
specific type of antibody, which in turn 
causes actual bacteriolysis. The principal 
source of the antibodies is now known to be 
the reticulo-endothelial system, which con- 
stitutes a system of cells found in the splenic 
pulp, the lymphatic tissues, Kupffer’s star 
cells (liver), and the socalled clasmatocytes 
(monocytes of the blood). For example, quot- 
ing Benjamin Sacks, “The giant cells and 
epithelioid cells of the tubercle are prob- 
ably derived from the reticulo-endothelial 
cells and from the monocytes.” This effect, 
which is the natural defense mechanism of 
the body in any infection, can be artificially 
produced in three ways: 

1—By specific treatment 
cines). 

2.—By foreign proteins. 

3.—By non-toxic catalytic agents, such as 
Edwenil. 

Bacterial suspensions have found their 
greatest therapeutic triumph in the field of 
prophylaxis, as, for example, in vaccination 
against typhoid fever. In the treatment of 
acute infectious disease, specific vaccines en- 
joyed a considerable vogue following the 
work of the French bacteriologist, Besredka, 
whose improved bacterial suspensions were 
termed sensitized vaccines. During the World 
War, these vaccines were used by the French 
troops in the treatment of pneumonia. Ex- 
tensive trials, however, have resulted in a 
very lukewarm clinical attitude toward this 


(specific vac- 
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form of therapy, especially in the treatment 
of acute infectious processes; and in this 
country it has practically been abandoned in 
the treatment of pneumonia. The main rea- 
sons for this attitude are that results were 
disappointing and that, in the hands of the 
average clinician, specific vaccine therapy is 
troublesome and potentially dangerous. 


Non-Specific Proteins 

Foreign protein, non-specific protein, or 
protein shock therapy, grew out of the dis- 
covery that proteins chemically foreign to the 
tissue and plasma proteins of a subject ani- 
mal, are capable of altering the reactive 
capacity of the tissue cells when injected into 
the animal. In Zinsser’s words (“Resistance 
to Disease,” p. 92) “... this change of reaction 
capacity expresses itself in the production of 
circulating antibodies, demonstrable by re- 
actions in vitro.” Claims ranging literally 
“from the sublime to the ridiculous” have 
been made for and against this form of ther- 
apy. From the beginning, however, it has 
had one serious and ineradicable drawback, 
which is reflected in the term, protein shock 
therapy. The degree of shock is not accur- 
ately predictable, but the socalled “negative 
phase” that follows the administration of a 
foreign protein may result so seriously that 
the procedure is rarely justifiable during an 
acute febrile disease. 

Non-specific protein therapy brought home 
to the profession the fact that, in order to 
stimulate the production of reaction bodies or 
antibodies, it is not necessary to employ spe- 
cific bacterial protein antigens. In recent 
years it has been shown that “denatured” 
protein fractions, with an almost negligible 
total-nitrogen content, may be used as anti- 
genic substances in place of the older crude 
foreign proteins. Coincidentally, we have 
discarded the Spartan assumption that the 
therapeutic effect of an antigen occurs as a 
result of the shock it produces, as well as its 
corollary, that the degree of shock is a meas- 
ure of the degree of beneficial response. No- 
table among those who have helped to upset 
the theory that only proteins may act as anti- 
gens are Prof. Karl Landsteiner and his as- 
sociates. The socalled Landsteiner phenom- 
enon is a cellular, antigen-like reaction that 
results from the administration of certain 
crystalloids that are not proteins. Land- 
steiner believes that the crystalloid chemicals 
join with other substances (called protein- 
carriers) present in normal blood to form 
what he calls a protein conjugate. This com- 
bination possesses demonstrable antibody- 
stimulating powers that neither of the com- 
ponents has of itself. 

In brief, it now seems possible to prepare 
remedies which will excite the reticulo- 
endothelial antibody-producing mechanism 
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without recourse to bacterial vaccines or to 
crude foreign proteins with the attendant 
“shock.” There are several materializations 
of these ideas on the market, and the one I 
have found most potent and least toxic is 
Edwenil. It is a polyvalent lysinogen that 
has shown itself, in animal experiments and 
in clinical trials, to have an antibody- 
stimulating action fully as effective as a non- 
specific protein or the average specific vac- 
cine, with an almost complete absence of 
local or general untoward reactions. It is ob- 
vious that the latter factor is particularly 
desirable in any type of pneumonia. 


Illustrative Case Histories 


Case 1: Boy, 17 years old; weight, 160 
pounds; height, 5 ft. 11 in.; thin chest. 

Besides measles and scarlet fever in child- 
hood, the history reveals nothing noteworthy. 
He had a sudden chill while performing 
manual labor in a park (his feet were wet); 
pain in the left side of the chest; respiration, 
28; pulse, 110, bounding; malar flush. There 
was no dullness in the chest, but crepitant 
and subcrepitant rales were heard in the 
lower border of the right lung. Twelve hours 
after onset, 4 cc. of Edwenil was injected, and 
the same dose was repeated six hours later; 
codeine sulphate was given at bedtime; no 
other medication. 

On the next day, the distress in the side 
was much improved; temperature, at 9:00 
a.., 100° F.; pulse, 96. Three 4-cc. doses of 
Edwenil were given at four-hour intervals. 
On the third day, the patient felt much 
better. The pains in chest were gone; res- 
piration, 20; morning temperature, 99° F.— 
100° at 8:00 p.m.; pulse, between 80 and 90 
during the day. Two 3-cc. injections of 
Edwenil were administered; the sputum was 
much decreased. Fourth day: no complaint; 
temperature, normal; the patient had sweated 
all night; pulse, 82; some dullness in the 
right lung, with vesicular breathing. The 
patient went on to uneventful recovery. 

Altogether, seven injections of Edwenil 
were given (26 cc.), which controlled the 
pneumonic process in three days. Treatment 
was started on the first day, pushed ener- 
getically on the second day, and yielded suc- 
cessful results, with normal temperature, on 
the fourth day. 


Case 2: Mrs. B. R., a very nervous woman 
of thirty, with goiter (hyperthyroidism). 

The attack began with a chill in the early 
morning, and she was seen five hours later. 
Chest findings: increased resonance of the 
right lung; considerable rusty sputum; nearly 
a pure culture of pneumococci. Later, bron- 
chial breathing and increased pectoral 
fremitus. 

She received three injections of Edwenil 
(4 cc., 4 cc., 3 cc.) during the first twenty- 
four hours; two 3-cc. doses the second day; 
and 2 cc. daily for five days thereafter. 

In the second week, pleurisy developed, 
with some effusion, which responded to treat- 
ment with further daily injections of Edwenil 
(2 cc.) and calcium gluconate by mouth. 
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Recovery was complete in three and a half 
weeks. A total of 35 cc. of Edwenil had been 
given, in fourteen injections. This was a case 
of pneumonia with complications in a hyper- 
thyroid individual, but Edwenil controlled 
both the pneumonic process and the ensuing 
pleuritic effusion. 


Case 3: I was called in consultation on the 
third day of a case of pneumonia in a 68- 
year-old man, who already was emaciated 
and in poor health generally. The tempera- 
ture was 103° F.; pulse, 120; the patient was 
in a moribund condition. 

Three (3) cc. of Edwenil was given, and 
the same dose was repeated twice, at four- 
hour intervals. The next day, the tempera- 
ture was 100° F.; pulse, 98; respiratory rate 
decreased; the patient felt much better and 
had a better color. The attending physician 
refused to continue Edwenil, and in two days 
the patient died. 

This bacteriolytic agent, although used 
rather late in the course of the disease, 
showed a profound effect on the toxemia, 
temperature, pain and restlessness of the pa- 
tient. If it had been used earlier and to the 
therapeutic limit, I believe the result might 
have been different. 


Case 4: A malnourished, rickety girl of 
four years was seen on the second day after 
pneumonia had developed in both lungs 
(crepitant and subcrepitant rales, bronchial 
breathing, etc.). Three (3) cc. of Edwenil 
was administered twice daily for three days, 
when the crisis was reached. Uneventful 
recovery occurred. 

While the mortality rate of pneumonia is 
far lower in children than in adults, the 
prognosis in double pneumonia is very dark. 
I was, therefore, very grateful for the results 
in this case. 

Case 5: A woman of seventy, who for years 
had suffered from chronic bronchitis, devel- 
oped acute lobar pneumonia in the left lung. 
Her respiration was 24; temperature, 101° F.; 
pulse, 110, slightly irregular. Because of 
chronic myocardial degeneration, digitaliza- 
tion was necessary. Ten (10) injections of 
Edwenil (4 cc., 3 cc., 3 cc., and seven of 2 cc.) 
were given over ten days, whereupon the 
temperature fell by lysis. Considering this 
patient’s age and the poor condition of her 
ene system, the end-results were 
good. 


Case 6: A gardener, age 30, was operated 
on for inguinal hernia, and on the tenth post- 
operative day left the hospital in zero 
weather, against medical advice. At his home 
he experienced a severe chill; temperature, 
104° F.; pulse, 120; pains in right side; ex- 
treme cyanosis; diagnosis, lobar pneumonia. 

Six hours after onset, Edwenil treatment 
was started, two 4-cc. injections being given 
during the night; three of 3 cc. on the second 
day; two of 3-cc. on the third day; and one 
of 2 cc. daily thereafter until the eighth day. 
There was no typical crisis; the temperature 
fluctuated for two weeks; and diaphragmatic 
pleurisy developed. The temperature re- 
mained normal after fourteen days. X-Ray 
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studies showed a fixed right diaphragm. The 
patient gained 15 pounds in the month fol- 
lowing illness. 

This patient was peculiarly susceptible to 
pneumonia, having had two previous attacks. 
Although complicated by a severe pleurisy, 
this case had a successful recovery. The 
striking effect of Edwenil on the toxemia, 
pulse rate, respiration, and temperature was 
apparent to two other doctors who watched 
the progress of the case. 


Case 7: An obese young woman developed 
a severe bronchopneumonia on the fifth day 
following an operation. No pneumococci 
were found, but hemolytic streptococci were 
present. Coincidentally, a severe septic sore 
throat developed, with a pseudomembrane on 
both tonsils. There was pronounced toxemia, 
with a temperature of 104° F.; pulse, 120 to 
130; and very low blood pressure. 

After four injections of Edwenil (one of 
5 ce. and three of 4 cc.), at intervals of six 
hours, the temperature fell by crisis. 
Although this woman’s life had been dis- 
paired of by a prominent consultant, she was 
out of danger after forty-eight hours, which 
shows the striking effect of this polyvalent 
bacteriolytic agent on a septic streptococcic 
infection. 

An incidental effect of this treatment was 
the quick healing of the operative wound 
(laparotomy), which prior to the administra- 
tion of Edwenil was showing evidence of in- 
fection. This brings up the question whether 
or not this agent can stimulate the develop- 
ment of granulation tissue in slow-healing 
wounds and ulcers—an effect that would 
bring it in line with foreign-protein therapy. 
I have noticed this effect in the treatment of 
postoperative wounds, fistulas, and leg ulcers, 
and prefer Edwenil to foreign-protein ther- 
apy, because of the absence of local and gen- 
eral reaction. 


Case 8: A malnourished boy of nine years 
developed bronchopneumonia one week after 
he had contracted scarlet fever. Dick’s serum 
was given in adequate doses on the second 
day, but with no effect on the temperature 
or toxemia. After the development of pneu- 
monic complications, four 3-cc. injections of 
Edwenil were given, at eight-hour intervals. 
The temperature fell by lysis, and an un- 
eventful recovery followed. 

No untoward effects were noticed from the 
Edwenil. Because a good deal of horse 
serum had been used in this case, the ques- 
tion of a possible anaphylactic reaction arose, 
but nothing untoward happened. Edwenil 
can be administered with safety to patients 
who have previously been treated with anti- 
toxic serum, for its protein content is prac- 
tically negligible (total nitrogen content, 0.04 
percent). 

Case 9: Mrs. A. H., ex-actress, alcoholic, 
50 years old, contracted a severe broncho- 
pneumonia after two weeks of illness with 
acute bronchitis. She showed considerable 
blood-tinged sputum; temperature, 101° F.; 
pulse, 110; malar flush; severe cyanosis; 
myocardial degeneration. 

Two (2) cc. of Edwenil was given every 





332 LEADING 


four hours, day and night, for forty-eight 
hours. Owing to the poor cardiac condition, 
the outlook was not good. However, the tem- 
perature was normal on the third day, and the 


patient recovered in eight days. No digitalis 
was given. 


Case 10: A girl of five years contracted 
an acute upper respiratory infection. On the 
third day double lobar pneumonia developed. 
Edwenil was given in 3-cc. doses three times; 
and then in 2-cc. doses over a period of two 
weeks—30 cc. in all. This case was pro- 
tracted, but the child finally recovered. Con- 
sidering the involvement of both lungs, the 
results were gratifying. 


Conclusions 


1.—The histories of ten cases of pneumonia 
(seven of lobar pneumonia and three of 
bronchopneumonia), treated with Edwenil, 
are recorded here, with a successful outcome 
in nine and fatality in one. In the one case 
that did not respond, Edwenil was used late 


(on the third day), and then for only twenty- 
four hours. 
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2.—The absence of local and general reac- 
tion following Edwenil therapy is a decided 
advantage, in comparison with both specific 
vaccines and foreign proteins. No anaphy- 
lactic reaction follows its use, even where 
the patient has been sensitized with horse 
serum. It will keep at room temperature for 
at least one year without deterioration. The 
cost is within the means of the average 
patient. 


3.—The doses should be pushed during the 
first forty-eight hours of treatment, giving 
4 cc. in adults every four to eight hours; then 
3 cc. twice daily; and continuing with 2 cc. 
until the temperature subsides. In children 
under two years old, half-doses should be 
given. To be effective, the treatment should 
be started as soon as the diagnosis is made 
or suspected. 


4—In my opinion, this new polyvalent 
antibacterial agent represents one of the 
most effective therapeutic weapons in the 
management of lobar and bronchopneumonia. 
300 W. North Ave. 





Colloidal a in the Treatment of Arthritis 


By Philip T. Johnson, B.S., M.D., Washington, D. C. 
Chief of Orthopedic Service, Freedmen's Hospital 


T™ treatment of arthritis must be sys- 
tematic to be efficacious. The treatment 
routine depends, to a great degree, upon the 
accuracy of the diagnosis as to type, group 
and class!. In our work on arthritis, it has 
been found convenient to institute definite 
routines, designated by letter, dependent 
upon the diagnostic picture. These routines 
are not interchangeable, but a patient con- 
tinues to follow the system as outlined unless 
some reason is found to question the accuracy 
of the diagnosis. It will be necessary to 
record these routines, as they will disclose 
those in which it is believed that sulphur 
therapy is of value. 


Routines and Classification 
Routine “A”—Infectious cases of the rheu- 
matoid group. 
1—Bland diet or high-nutritive diet. 
2.—Polyvalent vaccine.* 
3.—Hydrotherapy. 
4.—Massage. 
5.—Removal of foci of infection. 
6.—Corrective operations, as indicated. 
7.—Sulphur in the chronic forms. 
Routine “B”—Infectious cases of the specific 
group. 
1.—Tuberculous. 
a—General treatment. 


*This vaccine is prepared from the positive cultures 
of the blood, teeth and throats of the patients that 
have presented themselves for treatment. It has a titre 
of 150,000 dead organisms per 0.1 cc. 


b.—Rest. 
c.—Orthopedic measures. 
2.—Luetic. 
a.—Specific. 
3.—Gonorrheal. 
a.—Bland diet. 
b.—Gonorrheal vaccine. 
c.—Hydrotherapy. 
d.—Massage. 
e—Slow eradication of the focus. 
f—Orthopedic procedures, as 
dicated. 
4.—Mixed gonorrheal. 
a—Same as immediately above, and 
add sulphur therapy. 
Routine “C’”—Infectious cases of the rheu- 
matic fever group. 
1—General treatment for toxemia. 
2.—Salicylates by enema (%4 grains per 
pound of body weight every third 
day.) 
3.—Hydrotherapy and massage 
convalescent period. 

Routine “D”—Still’s disease. 
1.—General treatment for toxemia. 
2.—Salicylate therapy by enema. 
3.—Polyvalent vaccine. 

Routine “E”—Non-infectious cases of the 

mechanical group. 
1.—Sulphur. 
2.—Correction of deformities. 
Routine “F”—Non-infectious cases of the 
metabolic group. 
1—Endocrine therapy. 


in- 


in the 
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2.—High-nutritive diet or a low-caloric 
diet, as indicated. 
3.—Sulphur. 
Routine “G”—Mixed cases. 
1.—Sulphur. 
2.—Polyvalent vaccine. 
3.—Hydrotherapy. 
Routine “H”—Allergic cases. 
1.—Corrective diet. 
2.—Removal of inciting causes. 
3.—Desensitization. 
Routine “I”—Fibrositis. 
1.—Infra-red ray treatment. 
2.—Polyvalent vaccine. 
Our cases are also divided into classes, ac- 
cording to the degree of involvement. Upon 


this division depends the prognosis of the 
case. 


Class I: Those who complain of pain, 
stiffness and other joint symp- 
toms, but who have no demon- 
strable disability except de- 
formity. 

Those who complain as above, 
but have demonstrable disability. 
These patients are able to func- 
tion with artificial aids. 

Class III: Those who are limited to part- 
time function with artificial aids 
and are confined to a wheel chair 
or bed at other times. 

Class IV: Those who are confined to a 
wheel chair or bed continuously. 

Improvement is measured by plus signs, 

from one to four. Interpreting prognosis on 
this basis, a Class I case, to secure a four- 
plus result, would have to be freed from 
symptoms; while a Class IV case, to receive 
the same result, would have to be turned 
into a Class II case, at least. I should be 
inclined to be satisfied if a Class III case is 
turned into a Class I case, but feel that a 
Class II case should be freed of symptoms 
to secure a plus four result. 


Sulphur Therapy 

This paper is concerned with sulphur 
therapy in arthritis. The drug, sulphur, has 
always been associated with the treatment 
of human ailments. It has had more fervent 
advocates among the laity than among the 
professional group, yet many of its prepara- 
tions have found their way into official phar- 
macopeias because of their proved value. 
It has been tried empirically in every form 
of chronic disease and it causes no wonder 
that it has found its way into the therapy of 
the most chronic disease of them all—arth- 
ritis. Used empirically at first, in the form 
of baths, it brought its proponents fame and 
importance because of its apparent relief- 
giving properties. Later, physiologic chemists, 
studying the réle of sulphur in metabolism, 
found rationality in its use. 


Class II: 


COLLOIDAL SULPHUR IN ARTHRITIS 


333 


Elemental sulphur is important to our vital 
activities, but its organic derivatives are of 
far greater importance to our well-being. Five 
of these have been given careful thought by 
physiologic chemists. These are cystine, cys- 
teine, glutathione, methionine and ergoth- 
ionine. Of these, we know most about cys- 
tine and cysteine. Sullivan? says, “These two, 
along with their compounds, have been proved 
to play a very important rdle in nutrition, in 
the inner metabolism of the body, in cellular 
respiration, and in biochemical defense.” 

Bauman and Preusse®, Jaffe*, and Lang), 
in the last century, and more recently Hop- 
kins*, and Virtue and Lewis’? have proved 
the detoxifying properties of sulphur com- 
pounds through study of the oxidation- 
reduction processes concerned in metabolism. 
That there are definite toxic influences in the 
arthritic syndrome is generally agreed. The 
body economy reacts to these toxic influences 
as to others, by utilizing the detoxifying 
powers of cystine and cysteine. That this 
occurs is shown by the decrease of these sub- 
stances in the finger nails, hair, and other 
storehouses. Injections of colloidal sulphur* 
will replace this loss. 

In our clinic the treatment is carried out as 
follows: Two injections are given weekly 
(0.025 Gm. per dose), intramusculariy. No 
rest periods are employed, as there is ap- 
parently no intolerance to the drug in thera- 
peutic doses’. Treatment continues until the 
patient is symptom-free or the cystine con- 
tent of the finger nails returns to normal. 
This statement should be qualified, because 
some cases will be symptom-free long before 
the cystine content becomes normal, while 
others will complain for a time after this 
occurs. 

An analysis of 22 cases (see Table I) shows 
our result in cases that have now had no 
treatment for at least a year. Four (4) of 
these cases were completely relieved at the 
end of treatment; 9 were more or less com- 
pletely relieved at the end of a year, while 
showing some, but not complete, relief at 
the end of treatment; 2 showed very little 
improvement at the end of the treatment; 2 
showed no improvement at all (these cases 
were complicated by other debilitating dis- 
eases); and 5 discontinued treatment of their 
own accord. It is the 9 cases which are of 
special interest. If this observation is found 
to be constant, then we can say that Sulphur 
Diasporal has an action of a continuous 
nature and the cystine content, upon its return 
to normal, will be an index as to when 
treatment can be stopped. Three (3) of 
these 9 cases are reported here in the form 
of case histories. 


*Sulphur 


organic colloidal sulphur suspended in acid-free olive 
oil. 


Diasporal, Doak & Co., 


which is an 
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TABLE I 


RESUME OF SULPHUR THERAPY* 


Number of 
Treatments 


Diagnosis 


JaquinN e2seD 


saulooeA 
AdesayiosAyd 


Chronic Polyarticular. . 


Degenerative 
Degenerative 
Degenerative 
Chronic Polyarticular. . 
Acute Polyarticular... . 
Mixed Gonorrheal 

ix 


Degenerative......... 
Hypertrophic 
Traumatic 
Hypertrophic 
Spondylitis 
Hypertrophic 
Degenerative 
Spondylitis 








Chronic Polyarticular..| @4 








Cystine 


Results 


Remarks 


quourjeary 
a10jag 
quoujeary 
VV 
avelpamwy 
a}0uIdy 


Complicated by Gall- 
bladder Disease. 


Discontinued Treatment. 


Discontinued Treatment. 


Discontinued Treatment. 
Discontinued Treatment. 


Complicated by Diabetes. 


Discontinued Treatment. 
Complicated by Syphilis. 

















*These cases have not received any treatment for at least a year. 


+Denotes the degree of improvement. 


Case Reports 


Case 1:—W. D., age 59, a negro male, of the 
semi-skilled-labor group. 

History:—This patient applied for treatment 
February 22, 1932, with a chief complaint of 
pain and stiffness in both hips. During the 
past, he had had frequent colds and had been 
subjected to long periods of exposure. His 
appetite had been good, but his meals irregu- 
lar. He was markedly constipated and has 
had several attacks of hemorrhoids. The teeth 
had been surgically extracted several years 
before admission. There was no history in- 
dicative of other foci of infection. 

The patient was ambulatory by means of 
artificial aids. He claimed that the condition 
had been progressing since early youth. Dur- 
ing these years he had suffered from inter- 
mittent attacks of painful stiffness in both 
legs, the seizures gradually reaching a 
severity where bed rest became necessary. It 
was during one of these attacks that his teeth 
were removed. Medication did not halt the 
steady crippling of the hips, and finally op- 
erative intervention was advised to increase 
the range of motion. Attempting to avoid 
this procedure, he sought admission for 
further medical care. 

Examination:—Oral temperature, 98.2° F.; 
pulse, 80; blood pressure, 148/92; weight, 208 
pounds. The general examination was nega- 
tive. Particularly, the patient was obese, 
with bowlegs and marked flare to both hips. 
He had a posture grade of “C.” There was 
marked stiffness, crepitations and painful 
motion in both hips. 


Laboratory information:—The Wassermann 
test was negative. Urethral smears showed 
pus cells within the normal range, but no 


N.I.—Denotes no improvement. 


organism. The blood culture was negative. 
The sedimentation rate (Cutler) was 9 mm. 
in 35 minutes. He had a non-filament count 
of 11 percent and a white-cell count of 7,000. 
X-Ray examination showed marked over- 
growth of bone in both hip joints, with many 
sharp spicules. A definite coxa vara was 
present, bilaterally. 

Diagnosis:—Mizxed Arthritis, Class II. 

Clinical Course:—The patient was placed 
on routine “G” and received 48 injections of 
colloidal sulphur, 48 injections of polyvalent 
vaccines, and 96 treatments of hydrotherapy. 
In June, 1932, he returned to work, and at 
that time complained of slight painful stiff- 
ness in both hips. Re-examination of the 
patient on December 5, 1935, showed a per- 
sistence of the painful stiffness, but no re- 
crudescence had occurred. 

Case 2:—C. M., age 36, a colored female of 
the skilled-labor group. 

History:—This patient sought relief for 
“rheumatism” in both knees, on May 16, 1933. 
Her past history showed the following points 
of interest: She had poor elimination and 
frequent gastric upsets. She had been sub- 
jected to a panhysterectomy two years pre- 
vious to this admission. There was also a 
history of repeated attacks of hypertension. 
Otherwise the past history was non-essential. 

This was the patient’s first attack of arth- 
ritis. The condition was progressive over a 
period of three months. While the seizure 
had not reached the severity of causing the 
patient to cease work, yet the pain and stiff- 
ness in both knees greatly handicapped her. 
There was no history of injury. The teeth 
were under the care of a dentist at the time 
of onset. There was no history suggestive of 
a sinus or throat focus of infection. 
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Examination:—Oral temperature, 98° F.; 
pulse, 86; blood pressure, 150/102. The gen- 
eral examination was negative, except for an 
extensive scar on the abdomen, and acne. The 
individual was of average stature. Her body 
mechanics were good, except for flat feet, and 
she had a posture grade of “B.” Particularly, 
the knees were stiff and when moved caused 
discomfort. Crepitations could be heard. 

Laboratory information:—The Wassermann 
test was negative, as well as a vaginal smear 
and a blood culture. The sedimentation rate 
(Cutler) was 17 mm. in 60 minutes. Blood 
counts revealed a mild secondary anemia and 
a normal white-cell ratio. The cystine content 
was 8.7 percent and the non-filament count 16 
percent. X-Ray examination showed osseous 
atrophy around the knee joint, with loose 
bodies. Both knees were similarly affected, 
the changes suggesting degeneration. 

Diagnosis:—Degenerative Arthritis, Class I. 

Clinical course:—The patient was placed on 
routine “E” and given 24 intramuscular in- 
jections of colloidal sulphur during a period 
of 12 weeks. She did not tolerate the treat- 
ment well, as it increased the acne. This pa- 
tient was re-examined in May, 1935. She 
was symptom-free at that time and had 
showed gradual improvement after she ceased 
her therapy. The cystine content was 10 
percent. 


Case No. 3:—C. H., age 51, a colored female 
of the skilled-labor group. 

History and examination:—The patient was 
first seen August 15, 1933, while recuperating 
from a cardiac ailment, because of previous 
frequent attacks of arthritis in one knee. 
These attacks totally incapacitated her. 

Her past history showed no previous at- 
tacks of cardiac disease. A diagnosis of gall- 
bladder disease had been made at the age of 
forty, but subsequent to treatment for this 
ailment she had had no further trouble in 
reference to this organ. She gave a history 
suggestive of sinusitis, with frontal headaches 
and a posterior nasal discharge. Her diet 
was faulty, being overburdened with proteins. 
Otherwise the past history was negative. 

On the above date the patient complained 
of a painful and stiff right knee. At times 
she claimed that the knee became decidedly 
swollen. During these seizures, she found it 
necessary to seek her bed and remain there 
until the attack was relieved. These bed- 
ridden periods varied from two weeks to 
three months in length, and were prone to 
occur several times a year. She had been 
suffering thus since the age of forty-five. 

Examination:—Oral temperature, 98.4° F.; 
pulse, 96; blood pressure, 124/76; weight, 212 
pounds. Her internist announced the case to 
be in good general condition. Particularly, 
the right knee was very tender and slightly 
swollen. The skin was dimpled. Limitation 
of motion was present, but seemed to repre- 
sent an attempt on the part of the patient to 
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splint the part. She was of the obese type, 
bowlegged, with a posture grade of “C.” 

Laboratory Information:—The Wassermann 
test was negative. A nasal smear showed 
many pus cells but no organism, and a culture 
of the discharge produced no organism. A 
vaginal smear and a blood culture were also 
negative. The sedimentation rate (Cutler) 
showed a drop of 20 mm. in thirty-five min- 
utes. The basal metabolism was -2. The non- 
filament count was 32 percent. The cystine 
content was 8.5 percent. X-Ray examination 
showed diminution of the joint space of the 
right knee, atrophy of bones forming the 
joint, and numerous loose bodies. 

Diagnosis:—Mizxed Arthritis, Class III. 

Clinical course:—The patient was placed on 
routine “G” and received 18 sulphur and 18 
vaccine treatments, intragluteally and sub- 
cutaneously, respectively, during a period of 
treatment extending from September 1, 1933 
to November 3, of the same year. At this 
time the patient requested her discharge, 
although she was only partially relieved. She 
returned for re-examination on September 1, 
1935. During this period of freedom from 
treatment she had suffered no recurrences. 
She claimed that recovery was complete and 
had been of a gradual nature. Her cystine 
content was 9.3 percent and her non-filament 
count, 6 percent. X-Ray examination revealed 
a clearing of the joint space, recalcification 
of the osseous structures, but no improve- 
ment as to the loose bodies. 


Summary 
1.—Treatment routines are outlined. 


2.—Sulphur is indicated in all chronic forms 
of arthritis. 


3.—The effect of sulphur therapy is con- 
tinuous and progressive. 


4—This report is based on close observa- 
tion of 500 cases of chronic arthritis treated 
at Freedmen’s Hospital, Washington, D. C., 
during the period from 1930 to 1935. 

1944 Ninth St., N. W. 


References 


1.—Johnson, P. T.: The 

Freedmen’s Hosp. Bul., Dec., 1934. 
—Sullivan, M. X.: Sulphur and Cystine in Vital 

Activities. Med. Ann. Dist. of Col., May, 1932. 

3.—Baumann, E. and Preusse, C.: Ueber Brom- 
phenyl-mercaptur-saure. Ber. de. Chem. Ges., 12:806, 
1879. 

4.—Jaffe, M.: Ueber die Nach Einfuhrung von 
Brom-benzol und Chlor-benzol in Organismus entste- 
hende Schweffel haltigen Sauren. Ber. de. Chem. Ges., 
12:1092, 1879. 

5.—Lang, S.: Ueber die Umwandlung des Aceton- 
itrils und Feiner Homolgen im Phierkorper. Arch. f. 
Exper. Path. u Fhar., Leipsig, 34:247, 1894. 
6.—Hopkins, F. G: A Reinvestigation on Gluta- 
thione. J. Biol. Chem., 84:269, 19 

7.—Virtue, R. W. and Lewis, 7H: The Metabol- 
ism of Sulphur. J. Biol. Chem., 104:59, 1934. 

8.—Wheeldon, Thomas, and Main, R. J.: The Use 
of Colloidal Sulphur in the Treatment of Arthritis. 
J. Bone and Joint Surg., Jan., 1933. 


Diagnosis of Arthritis. 








Hydrochloric Acid in Surgery 


By M. A. Long, M.D., Rosita, Coah., Mexico 
and Burr Ferguson, M.D., Birmingham, Ala. 


JN the February, 1936, issue of CLINICAL 

MEDICINE AND SuRGERY (page 91), I (B.F.) 
made some suggestions for the use of 
hydrochloric acid in enemas and local appli- 
cations, in the treatment of pruritus ani. Such 
recommendations as were made in the few 
paragraphs of that little article have been 
made for carbolic acid, peroxide of hydrogen, 
the silver preparations, the mercurial dyes, 
permanganate of potash, and chlorinated lime. 
So far as I know all of these solutions for 
local application were accepted and tried over 
the years, but in a diligent inquiry during the 
past eighteen months, I have yet to.find the 
medical man who was fully satisfied with 
the germicide he used most.* Hence it was 
that, with the greatest diffidence, I began, 
about a year ago, to write of my clinical ob- 
servations on the use of hydrochloric acid as 
a local application to infected foci. 

After several failures to obtain cooperation 
in making laboratory observations of the 
germicidal effects of hydrochloric acid, Dr. 
Stuart Graves, Dean of the Medical Depart- 
ment, University of Alabama, turned my let- 
ter over to Dr. Ralph McBurney, bacteriolog- 
ist. Dr. McBurney found that a 1:250 solution of 
hydrochloric acid would kill the Streptococcus 
hemolyticus and the Staphylococcus aureus, 
in pure cultures, in an hour, and that the 
sub-cultures were sterile after 24 and 48 
hours in an incubator, at a temperature of 
37° C. So the scientific observations con- 
firmed the truth of my clinical experiences. 

Reports on the intravenous use of hydro- 
chloric acid in the treatment of infective dis- 
eases have always been made by medical men 
in private practice, and so far as I know have 
made little impression, save on a good many 
open-minded individuals and chemical manu- 
facturers about the country, from New York 
to Los Angeles. 

For reasons best known to the directors, I 
could arrange for no investigations, clinically 
or in the laboratory, to be made in Birming- 
ham, in county or other hospitals. However, 
a change came in the picture in December, 
when a letter was received from the chief 
surgeon of the American Smelting and Refin- 
ing Company, in Mexico. A transcript of 
that letter follows: 

Rosita, Coah., Mex. 
December 10, 1935 
Dr. Burr Ferguson 
Birmingham, Alabama 
My dear Doctor Ferguson: 
I want to congratulate you on the mag- 


“This expresses the experience and opinion of the 
author, which is not generally accepted and is not 
concurred in by the Editor. 


nificent work you have done with hydro- 
chloric acid and its several solutions. 

The American Smelting & Refining Com- 
pany has three hospitals here, with a clinic 
of about 500 patients a day in all three hos- 
pitals, and I have established, in all three 
hospitals, the routine use of HCl in all in- 
fected cases, with splendid results. We have 
treated thousands of cases, since 1932, and if 
there is any special type of case or cases you 
want reports on, I am in a position to be 
able to help out all I can. We have a com- 
plete laboratory and plenty of surgery of all 
kinds. 


With my best personal regards, I am fra- 


ternally yours, 
Dr. M. A. Long, 
Chief Surgeon, 
Rosita Hospital. 


In my reply I requested observations from 
Dr. Long, particularly on the germicidal 
power of hydrochloric acid, because all physi- 
cians find it necessary to treat infections, of 
one sort or another, every day. 

Dr. Long’s report, which follows, would 
seem to confirm the value of hydrochloric 
acid as a germicide; and readers may judge 
of its value in the stimulation of the purely 
natural defensive forces of the body by 
studying the clinical reports that appear from 
time to time. 

Dr. Long’s Report 

A doctor brought his son to the Hospital 
to be treated for an unhealed, granulating 
wound on the outer surface, middle third of 
his right thigh. This lesion followed a pro- 
phylactic dose of tetanus antitoxin and was 
22 cm. long by 13 cm. wide, the edges were 
indurated, and the whole area was infected. 
The father of the boy wanted me to make a 
skin graft, but I suggested that we wait a 
few days and try to clean out the wound. I 
told him to use a 1:250 solution of hydro- 
chloric acid as an external dressing. 

This same doctor came to see me again 22 
days later, bringing another son with acute 
appendicitis, which was operated upon the 
same day. After the excitement was over, he 
showed me the former patient, and, to my 
surprise, the lesion was completely healed. 
Nothing else was used but the HCl solution. 

In a clinic, where we have 3,200 workmen 
and their families (which usually average 
about four to each family) to take care of, 
we are confronted very frequently with epi- 
demics of one disease or another, and the 
staff is faced with the problem of combating 
these as soon as possible, with a view to de- 
creasing the subsequent loss of time by our 
workmen. 
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Not long ago we had an epidemic of sore 
throats, and our laboratory reported that it 
was due to staphylococci. We ordered the 
patients to use gargles of plain salt water, and 
gave every patient we saw 10 cc. of a 1:1,500 
solution of hydrochloric acid intravenously, 
giving three injections of the drug (one each 
day) to each patient and sending them back 
to work on the third day. We noted first, in 
these cases, the fact that the pain disappeared 
the same day we gave the acid. We did not 
have a single failure in these cases, and we 
treated more than 135 of them. 


The head of one of our departments has 
been suffering with a maxillary sinus infec- 
tion for the past 10 years. He has been sub- 
jected to several operations for drainage, with 
only temporary relief. He came to the Hos- 
pital complaining of the usual headache, and 
was running a little fever. No nasal irriga- 
tion had done any good, and, of course, after 
so many operations, the man was desperate. 

We started giving him hydrochloric acid 
intravenously, and he took 24 injections. He 
noted that the headache disappeared after the 
fifth injection, and his nose is now clear, ac- 
cording to his personal report. We are going 
to give this man another series of injections, 
and as he feels so much better, he has a great 
deal of faith in the treatment. Using his own 
terms, “he has never been so benefited by 
any other medicine.” 

Between March and October, 1935, I 
operated upon 12 cases of suppurative ap- 
pendicitis, and each of these patients received 
from 10 to 30 intravenous injections of 10 
ec. of a 1:1,500 solution of hydrochloric acid. 
All of these patients recovered in from 10 to 
30 days (in the hospital). In 1934, in similar 
cases, when we were not using the acid, the 
mortality rate was 25 percent. 

A woman from a nearby ranch came to see 
me, with an inoperable cancer of the breast 
and with metastases in all of the contiguous 
glands. The cancer had broken down and a 
horrible odor was present. 

We used a 1:250 solution of hydrochloric 
acid as a local dressing for 18 days, and gave 
one intravenous injection of a 1:1,500 solu- 
tion of the acid daily. At the end of this 


HYDROCHLORIC ACID IN SURGERY 


337 


time the lesion was.clean; there was no odor; 
and the woman was 3 kilos heavier. 


Comments by Dr. Ferguson 

The satisfactory behavior of the infected 
lesion on the thigh, under the influence of 
chlorine, and the effects of adding more 
hydrochloric acid to the already acid leuko- 
cytes of the patients with infections of the 
throat and sinuses, cover a large field of 
therapeutics (perhaps enough for this paper), 
but it cannot be closed without calling atten- 
tion to the use Dr. Long has made of the re- 
pair and phagocytic forces of the body in 
surgery. 

All will agree that there is some definite 
mechanism in these bodies of ours, which is 
used by Nature to complete the remarkable 
operations now being done on the liver, lungs, 
and limbs. If nature fails to use this system, 
it is only a beautiful operation and of no 
great use to the patient. I maintain that 
leukocyte counts, before and after major 
operations, will show a great increase in the 
white cells; that this mobilization of the re- 
serves is done by Nature for the purpose of 
repairing the surgical wounds; that the in- 
jection of hydrochloric acid after the opera- 
tion merely hastens this purely natural pro- 
cess; and that any germs left by the surgeon, 
after the removal of the evident foci of in- 
fection, are eliminated much more quickly 
by this artificial stimulation. 

As an evidence of the truth of the fore- 
going statements, the report of the 12 cases 
of appendicitis operated upon by Dr. Long 
from March to October, 1935, is cited. One 
of these patients had a gangrenous appendix, 
and left the hospital 12 days after the opera- 
tion and 12 injections of hydrochloric acid. 

With the great increase in the oxygen con- 
tent of the red cells after the intravenous in- 
jections of hydrochloric acid, and the stimula- 
tion of the leukocytes, in numbers and ac- 
tivity, my conclusions, after reading Dr. 
Long’s reports, are that hydrochloric acid is 
a most useful agent for rhinolaryngologists, 
and for surgeons also. 

M. A. L.:—Rosita Hospital. 


B. F.:—Comer Building. 


PROFESSIONAL ORGANIZATION 
If you work in a profession, in Heaven’s name work for it. If you live 


by a profession, live for it. 
great power that 


Help advance your co-worker. 
protects you, that surrounds you with the advantages of 


Respect the 


organization, and that makes it possible for you to achieve results. Speak 
well for it. Stand for it. Stand for its professional supremacy. If you must 
obstruct or decry those who strive to help, why—quit the profession. But 
as long as you are a part of a profession, do not belittle it. If you do you 
are loosening the tendrils that hold you to it, and with the first high wind 
that comes along you will be uprooted and blown away, and probably you 
will never know why.—Cuartes G. Dawes. 
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Physical Therapy in 1935 


By F. T. Woodbury, M.D., Poughkeepsie, N. Y. 


i” the discerning student will delve beneath 
the surface of queer terms used by the 
writers upon physical therapy, many of whom 
should be more particular as to their choice 
of words since they pose as authorities, he 
will discover that heat, motion and electro- 
chemical forms of energy are still being em- 
ployed therapeutically. 

He will find also that, more and more, the 
electromagnetic spectrum has been appro- 
priated for the purpose of producing heat, 
motion and chemical changes, for the pre- 
vention, amelioration, modification or cure 
of abnormal structure and function; and the 
portion of the electromagnetic spectrum 
which is now receiving the greatest study 
and has the popular ear is the ultra-short or 
“radio” waves between wavelengths 2 and 
30 meters, which were discussed in this 
Department recently. 


Photothermy 

In the next and neighboring region to 
“radio,” we find rays from incandescent and 
ionized gases. Writers are still confusing 
infrared photothermal effects, and the chemi- 
cal effects of ultraviolet wavelengths with 
the mercury-arc spectrum. 

The best photothermal effects have been 
proved to accrue from incandescent bulbs, 
not only for local treatments, but also for 
artificial fever. One hundred percent in- 
frared-radiating bulbs were definitely proved 
inferior in heating effects for artificial fever. 
We hope the term infrared will return to the 
physics textbooks, where it belongs. 

Incidentally, infrared radiation has been 
used successfully as a means of photograph- 
ing the bloodvessels of the skin on specially 
sensitized films. The information thus gained 
has been of much value in learning about 
various cardiovascular conditions, not only of 
the heart, but also of the extremities. 

From the Research Laboratory of the Gen- 


eral Electric Company, at Schenectady, New 
York, there has been reported recently a 
description of a capillary mercury-vapor 


Courtesy, General Electric Co. 


Fig. 1.—Capillary Mercury-Vapor Lamp. 


lamp, developed originally by the Philips 
Lamp Company of Holland. The lamp con- 
sists of a small quartz tube about 2 inches 
long and %4 inch in diameter, with an elec- 
trode sealed in at each end, and containing 
a low pressure of argon with a drop of mer- 
cury (see Fig. 1). The lamp operates at 75 
to 100 watts input, and the brilliancy of the 
light is much greater than that of the com- 
mercial high-intensity mercury lamp. The 
radiation emitted is that of mercury, and while 
it contains considerable energy in the near 
ultraviolet (between 300 and 400 Angstrom 
units), the line 2537 is suppressed, owing to 
the high pressure of the mercury in the lamp 
under operating conditions. By putting dif- 
ferent fluorescent materials on the inside of 
the glass bulb surrounding the discharge 
lamp, the ultraviolet radiation may be con- 
verted into red light, thus producing more 
nearly -white light, with even a slight gain 
in efficiency of light production. 
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Heliotherapy 

Heliotherapy and artificial heliotherapy 
continue to obtain increasing favor in the 
treatment of wounds. Incisions made by the 
surgeon are being exposed, for more rapid 
and aseptic healing. We may expect to see 
the abandonment of all surgical dressings and 
exposure of all wounds to sunlight or carbon- 
are rays, as the coming accepted surgical 
practice. 

Where pigmentation is desirable, rays from 
the sun or a carbon arc produce a deeper 
and more lasting deposition than those from 
metallic arcs or ionized gases. Recent in- 
vestigations, while confirming the belief in 
the protection afforded by pigment against the 
chemical and thermal rays, have not demon- 
strated clearly what may be its exact func- 
tion, aside from its absorbing and radiating 
effects. 

The sensitizing effects of certain substances, 
such as bergamot (an ingredient of eau de 
Cologne) and the chlorophyll of green vege- 
tation, when applied to the skin before ex- 
posure to solar rays, have been studied, but 
the method of action is as yet undiscovered. 
The bergamot is sensitized by blue and violet, 
and the chlorophyll by orange and red wave- 
lengths. 

The pigmentation following sensitization 
persists for two or three months, but the 
exposure required is very brief for bergamot, 
which is brushed on the unprepared skin, 
while for chlorophyll the skin must be well 
cleansed and the substance applied for several 
hours before irradiation. Neither ultraviolet 
nor infrared rays seem to have specific effects. 


Iontophoresis 

Careful researches have been made into the 
chemical changes occurring in the skin as 
the result of various physical therapeutic 
methods, with particular reference to the 
vasodilating substances, histamine and acetyl- 
choline. It was found that the passage of a 
mild electrolytic current permitted the ac- 
cumulation of these substances in the skin 
under the cathode without irritation of the 
skin, following ultraviolet rays, diathermy, 
and radiant heat. Quantitative testing is to 
be reported later. 

The treatment of arthritic conditions by 
histamine iontophoresis shows growing im- 
portance; while the treatment of nasal con- 
ditions, especially the allergic forms, with 
zinc ions by iontophoresis has also shown 
progress. 

Colonic irrigation, by newer forms of irriga- 
tors, remains upon the scene, but it is not 
quite the fad it was several years ago. The 
use of electrical currents, direct and sinu- 
soidal, for bowel stimulation seems to have 
undergone an eclipse. It may be hinted that 
the electro-mechanical methods are much 


PHYSICAL THERAPY IN 1935 


339 


safer than colon irrigations in the hands of 
technicians, and decidedly more effective. 

Massage, together with voluntary and in- 
voluntary exercise and occupation therapy, 
have made no progress beyond the special 
natation exercises for paralytics. 

The electromechanical effects of the static 
surges and of Morton’s induced current are 
no longer mentioned, yet undoubtedly they 
are used in institutions possessing Holtz or 
Wimshurst generators. 


In looking at the past year from the point 
of therapeutics, I should like to emphasize 
the great promise of nonthermal treatments 
by “radio” between 2 and 30 and especially 
between 2 and 15 meter wavelengths. 

I should also like to call specific attention 
to the treatment of acute anterior poliomyelitis 
by physical therapy, as advocated by Henri 
Bordier and practiced by him and a large 
following of colleagues in Europe, with grati- 
fying results. 

Poliomyelitis 

Parenthetically I may point out that, in this 
country, the disease is called infantile spinal 
paralysis, because nobody does anything about 
the polioneuritis, but all wait until the ut- 
most neural damage is done, and then make 
vain efforts to restore muscular function, or 
perform mutilating orthopedic operations. It 
is like making the fire department wait until 
the fire is burned out, and then trying to 
salvage the house from the ashes. I have 
combated this point of view for many years. 

Bordier combines x-rays and diathermy, 
applied to the polioneuritis, and diathermy 
to the affected muscles, followed by electro- 
mechanical treatment continued for many 
months. 

X-Rays have shown a power to cause re- 
sorption of the inflammatory exudate, and 
the earlier this occurs the better. Diathermy 
replaces stasis by an active hyperemia. In 
the case of the muscles, warmth restores 
muscular metabolism, improves nutrition by 
increasing circulation, while involuntary mo- 
tion keeps up muscle tonus. The earliest 
possible resumption of voluntary motion 
should be encouraged. 

In detail, the x-rays must be administered 
as early as possible, in an oblique direction 
through the lamina and intervertebral spaces. 
The small patients are kept in a prone posi- 
tion by a belt. 

A series of three consecutive seances, each 
series at a middle dose at the level of the 
skin and under an aluminum filter of 6 mm., 
using 500 to 800 r units in the younger pa- 
tients and more than 800 r in older patients 
and in the later stages of the infectious pro- 
cess. Nausea and vomiting may occur after 
the second or third irradiation. Diathermy to 
the cord has been added by Mensi of Turin. 
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Diathermy is applied to the affected mus- 
cles daily or every other day. When given 
through paralyzed limbs, the current density 
must not produce discomfort. A rise of local 
temperature of 7 degrees Centigrade may be 
obtained. To obviate injury, one electrode 
may be fixed to the extremity and the other, 
in the form of a moistened roller, is passed 
up and down over the affected muscle. A 
foot switch is employed for control. 

A mild sinusoidal current is to be used daily 
for a number of months. Bordier has de- 
signed a dry-cell battery of 40 volts, con- 
nected with an alternator which can also be 
rhythmically interrupted. A current of about 
8 to 10 milliamperes is used, with a stable 
electrode 100 centimeters square and a labile 
electrode 20 centimeters square. 

The results obtained with this method by 
a large number of physicians in Europe have 
been highly gratifying and encouraging. 

Finally the treatment of vascular diseases 
of the extremities is distinctly improving, 
thanks to the air-conditioned cabinet treat- 
ments, where the temperature is thermosta- 
tically controlled, combined with alternat- 
ing positive and negative air pressure, rhyth- 
mically alternated in specially designed air 
chambers shaped like boots, of which Pavaex 
is an example. 

This method, combined with “radio” (4 to 


PHYSICAL THERAPY AND RADIOLOGY _ Clin. Med. & Surg. 


10 meter wavelength) bids fair to relieve 
effectually a large number of cases, hitherto 
classed as incurable or unhelpable, and pre- 
vent gangrene. 

I close by mentioning the growing accumu- 
lation of facts in reference to meteorology 
and the relations of changes in the ion con- 
centration of the air, changes in barometric 
pressure, and variations in the electromag- 
netic lines of the earth, to the prevalence of 
diseases, which relations have not been 
hitherto even suspected. Artificially polar- 
ized air; that is, air containing a preponder- 
ance of positive or negative gaseous ions, as 
devised by Dr. Dessauer and used in this 
country by Bierman, has already yielded 
some provocative and suggestive data as to 
its effects in respiratory tract conditions. 

I believe the time is rapidly approaching 
when every medical school will teach the 
physiology of man in relation to his environ- 
ment and, as a corollary, the use of physical 
energy, thermal mechanical and electro- 
chemical, in the prevention and treatment of 
disease. : 

Sunshine, fresh air, climate, exercise, bath- 
ing, diet and recreation, tempered by rest, 
will still be found at the end, as they were 
in the beginning, the foundation of thera- 
peutics. 

63 Hooker Ave. 


NOTES AND ABSTRACTS 


Practical Hints On Ultraviolet 
Irradiations* 


N order to succeed in the use of ultraviolet 
rays, the following points should be noted: 
1—Know your apparatus in detail. Have it 
standardized at intervals as to its power to 
produce erythematous reactions. Do not take 
as a basis the time and distance factors indi- 
cated in books. The authors may have had 
a more or less powerful apparatus or used a 
higher or lower voltage. Measure Sir Leonard 
Hill’s minimal erythema dose (M.E.D.), using 
Saidman’s sensitimeter or a similar appliance. 
Physical methods mean physics, and physics 
means precise measurements. The slipshod 
prescription of “light baths” has done much 
to discredit actinotherapy. 

2.—Choose your patient. Decide on the 
method to be employed and stick to it. Ex- 
amine your patient carefully. Note his re- 
actions and repeat your clinical examination 
during the course of treatment. Take into 
consideration the subjective feelings of the 
patient, but when possible use all available 
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objective methods—blood examination, urine 
examination, weight, reflexes, blood pres- 
sure, etc. 

3.—Talk with your patient. Explain to him 
that nothing will be felt during the actual 
treatment and let him know what reactions 
will follow. 

4—The patient must lie on a couch. The 
burner must never be directly over him. If 
a mercury burner breaks or a carbon falls 
these accidents must occur at a distance from 
the body. Remember that in carbon arc lamps 
burning fragments detach themselves and 
may fall on the patient if he is too near. 

5.—Have a fixed distance, accurately meas- 
ured. The time element depends on determi- 
nation of the M£E»v. Use a special timing 
clock. 

6.—The room must be well aired and warm. 
The eyes of patient and operator must be 
protected with special glasses. 

7—To apply the method of suberythema- 
tous doses, irradiate the whole skin surface. 
By moving the lamp to and fro a fairly uni- 
form irradiation is obtained. Irradiate a more 
or less extensive region only when strong 
erythematous doses are used. 
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8.—Many physicians begin with irradiation 
by means of a heating and infrared lamp. This 
is unnecessary when the room is sufficiently 
warm and may lead to confusion in dosage. 

9.—Repeat irradiations every two or three 
days when small suberythematous doses are 
used, but when strong erythematous doses 
are used repeat only when the reaction of 
the previous irradiation has fully subsided. 
10.—Increase the time of exposure at each 
treatment. When small suberythematous doses 
are used, begin with a half mE»., proceed 
progressively to the full m.e.v., take another 
measurement of the patient’s M.E.D. (modified 
in the course of irradiation treatment), and 
reach progressively the new full M.E.v. Twelve 
to fourteen irradiations are sufficient for one 
course of treatment. After that an interval 
of at least three weeks is necessary to enable 
the patient to have his reaction. When strong 
erythematous doses are used decide on the 
dose to be given (one to one-and-a-half 
M.E.D.) and after the second or third irradi- 
ation measure the M.E.D. again. 

11.—If in the course of treatment clinical 
examination shows that your patient reacts 
badly, do not stick slavishly to technic based 
on measurement of the m.E.p. The patient as 
a whole provides, in the last resort, the best 
basis of dosage. 

To apply ultraviolet irradiation we must 
act clinically and think biologically. 


A. P. Cawapias, M.D., F.R.C.P. 
London, Eng. 


BOOKS 


Brown: Martyrs to X-Rays 
MERICAN MARTYRS TO SCIENCE 
THROUGH THE ROENTGEN RAYS. By 

Percy Brown, M.D., F.A.C.P., F.A.C.R., His- 
torian and Former President American Roent- 
gen Ray Society. With a Short Glossary of 


the Scientific Terms Used in the Text. 
Springfield and Baltimore: Charles C. Thomas. 
1936. Price, $3.50. 

This valuable and unusual contribution to 
medical history presents the lives of a group 
of Americans who were connected with the 
early history of the x-rays, who gave to the 
cause of Science all within their power to 
bestow, and whose deaths, completing to the 
full the records of their lives, have entitled 
them to the posthumous decoration of Martyr, 
in the finest sense of the term. 

There is extraordinary valor in this illus- 
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trious group of devoted pioneers in a field of 
scientific endeavor that just forty years ago 
had its inception, for their fate was accepted 
in the same spirit of loyalty and devotion 
that attended their unselfish daily labors. 

This commentary avoids a series of dis- 
jointed memorials of a nature necrological or 
obituarial, and these careers of devotion are 
emphasized for their common relation to the 
progress of medical application of the roent- 
gen-rays in the service of mankind. 
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NEWS 


Fig. 1.—New Westinghouse six-meter, 


Oscillator Tube. 


New Short-Wave Oscillator Tube 


FN ysesag oscillator tube, capable of deliver- 
ing 250 watts at wavelengths as low as 
6 meters and designed for operation in short- 
wave-therapy machines, is announced by the 
Westinghouse Lamp Co. (see Fig. 1, above). 
It has three electrodes; a thoriated tungsten 
filament; is air-cooled; and may be used at 
alternating plate potentials up to 2,500 volts. 


air-cooled 


———_@e———_ 

Although I have pulled in my horns, so to 
speak, the last three years, and have cut 
down on quite a lot of subscriptions, mem- 
berships, etc., I do not seem to be able to 
convince myself that I want to discontinue 


Curnicat Mepicine aNp Surcery.—A. T. R., 
MLD., Wis. 


es 


BUREAUCRACY 


Bureaucracies impede the realization of the multitude’s desires, because 
they are not compelled, as American business is compelled, to serve those 
desires or perish.—Rose Wi.per Lang, in Sat. Eve. Post. 
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Mechanical Causes of Constipation 
By Charles J. Drueck, M.D., F.A.C.S., Chicago 


= whole scheme of alimentation provides 
for the onward progress of the ingested 
food; at some points it is retarded, while at 
others it passes with considerable rapidity. 
Wherever the ingesta are normally retarded, 
we are most likely to find increased delay in 
the progress of the intestinal contents; there- 
fore, it is at those points that we note the 
greatest tendency to constipation. 


The Colon 


Since provision has been made for the food 
to pass easily through the lumen of the small 
intestine, we do not frequently find here 
conditions which give rise to constipation. 
The character of the food ingested and the 
conditions controlling the intestinal, hepatic 
and pancreatic secretions, together with cer- 
tain varieties of catarrh, do, however, have 
some influence in the production of constipa- 
tion. The hepatic secretions, catarrhal in- 
flammations and foods must not be considered 
lightly in this connection. 

The first portion of the intestinal tract 
where we observe stagnation of the contents 
is in the terminal ileum. At this point there 
exists an anatomic obstruction which mate- 
rially retards the onward progress of the 
ingesta, the muscle fibers of the terminal 
ileum being thickened and thus offering 
greater resistance than in the intestine above. 

The next point offering obstruction is the 
ileocecal junction, the lumen here being 
diminished and also further constricted by 
circular muscular fibers which permit more 
perfect control of the ileocecal opening. 

In the large intestine are found the chief 
causes of chronic constipation, the cecum 
and ascending colon being concerned either 
directly or indirectly in a large percentage 
of cases in which patients complain of this 
symptom. 

A most potent reason for stasis in the cecum 
and ascending colon, and one which is gen- 
erally overlooked or ignored, is the tightly 
contracted muscles controlling the terminal 
outlet of the intestinal tract. Not only are 
these powerful muscles in a state of tetanic 
contraction, but there is often sufficient irrita- 
tion in the rectal and sigmoidal walls to 


cause an unnatural contraction, thus mate- 
rially diminishing the normal capacity of 
these organs for the reception of feces. In 
every case of chronic constipation it is im- 
perative that these organs be thoroughly in- 
vestigated. At the time of operation for 
some rectal lesion, doubtless, we have all 
noted both the sigmoid and the rectum filled 
with water and feces, notwithstanding that 
a purgative had been administered twenty- 
four hours previously, and an enema not 
more than two or three hours before opera- 
tion. We frequently hear patients say that 
their “bowels are paralyzed,” meaning that 
when they have a desire to defecate they 
cannot command sufficient force to expel the 
feces from the rectum and sigmoid. There 
is no paralysis in such cases but, on the con- 
trary, there is a spasticity which cannot be 
overcome by normal efforts. 

There must be a normal balance of intra- 
colonic pressure for defecation to occur 
normally. If there are contracted segments 
from irritation, and the lumen is thus di- 
minished, there must result a tendency to 
constipation. On the other hand, if the 
mucosa of the entire large intestine is actively 
inflamed, the walls become thickened and 
contracted, the lumen is materially dimin- 
ished, an excessive amount of mucus is 
secreted, the feces are forced onward with- 
out time for absorption of the watery ele- 
ments, and we have the other extreme, 
diarrhea. 

Not infrequently the entire colon is found 
much larger than normal. Under such cir- 
cumstances it is easy to understand that a 
given amount of material cannot pass through 
the colon with average rapidity when the 
lumen is large and the walls are unable to 
contract down on the contents. If the colonic 
lumen is comparatively small, which of 
necessity means thicker and more powerful 
muscle fibers, the contents will be propelled 
more certainly and effectively. The muscle 
fibers in the dilated colonic wall are at- 
tenuated and weak and, therefore, cannot 
contract on and move its contents forward 
with an equal degree of certainty. 

It must also be conceded that a long trans- 
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verse colon and a redundant sigmoid (Fig. 1) 
present a physical condition more difficult 
for nature to cope with than when these parts 
of the bowel are of average normal length. 


Fig. 1:—Roentgenogram of a Redundant Sigmoid. 


With the feces in a liquid state, a great deal 
of obstruction must be present to prevent 
fairly easy progress through the colon to the 
terminal outlet; it is the hard and formed 
fecal material which passes with difficulty 
along its course. We can readily understand 
how much more easily patients expel un- 
formed feces from the rectum than when the 
excreta is formed and hard; and the same 
holds true of the passage of fecal material 
along any portion of the intestinal tract. 

Many surgeons have performed colostomies 
in one way or another, modifying to a greater 
or less degree certain points in the technic 
of the operation, and the patients had little 
difficulty in control through the artificial 
opening. The surgeon at once concluded that 
the modified technic in his operation was re- 
sponsible for the excellent artificial control. 
Whatever that modification may have been, 
no technic has ever been devised whereby 
colostomy may be done and have any de- 
gree of satisfaction in artificial control, with 
the colonic contents in a liquid state. On the 
contrary, so far as control is concerned, 
almost any colostomy will be a success when 
the fecal contents are well formed while 
passing through the transverse and descend- 
ing colon. 

The same deception applies to destruction 
of the sphincter muscles in operating for 
rectal cancer, etc. With the colonic contents 
dry and well formed when passing down- 
ward through the sigmoid and into the rec- 
tum, any control at the terminal outlet by 
the sphincter muscles can scarcely be neces- 
sary. Owing to the deep hollow in the 
sacrum, and the provision made by the sig- 
moid for retaining the feces, exit is delayed 
until the material is forced forward by the 


accessory muscles of defecation, aided by 
peristalsis. 
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The foregoing facts illustrate more forcibly 
than any other argument the importance of 
understanding the difference in the amount 
of power required to move forward the 
colonic contents in liquid and solid forms. 


Bacterial Infections 

In addition to the foregoing causative fac- 
tors in constipation, there is no element 
which plays a more important réle than that 
of bacterial life. The organisms are so 
numerous, they thrive and multiply under so 
many varying circumstances, that it is im- 
possible, with our present understanding of 
germ life, to properly estimate their full in- 
fluence as causative factors, either directly 
or indirectly, in the production of constipa- 
tion. The intestinal tract is so constructed 
that there is the least possible tendency for 
friction or the adherence of material to the 
mucosa. The greatest possible provision has 
been made for the easy movement of the 
ingesta by the smooth epithelial surface of 
the mucosa, with the production of abundant 
mucus, which is unequalled as a lubricant. 

The first effect that bacteria produce as a 
causative factor in constipation is an inflam- 
matory reaction in the mucous membrane. 
The superficial cells become roughened by 
granulations, which has a marked effect in 
retarding the progress of the intestinal con- 
tents because of the disposition for material 
to adhere to the roughened surfaces. Many 
patients would be affected with pronounced 
constipation, when the mucous membrane is 
in this chronic state, were it not for the pro- 
duction of an abundance of mucus which 
compensates for this defect. When inflam- 
mation is active and mucus is produced in 
large quantities, and when the irritation is 
sufficient to cause contraction of the intestinal 
wall, we have the other extreme, diarrhea. 
A large percentage of constipated individuals 
give a history of having had, a number of 
years previously, an attack of some acute 
inflammatory disease involving the intestinal 
mucosa. These inflammatory areas are what 
might be considered the direct influences of 
bacteria on the intestinal mucosa. 

The second influence of bacteria as factors 
in the production of constipation is on the 
musculature of the intestinal wall. As already 
suggested, the effect of a very active bac- 
terial life on the intestinal mucosa, whether 
there be ulceration or not, with the irrita- 
tion of the nerve endings in the mucous mem- 
brane, the exaggerated contraction of the 
muscular wall, and an abundance of mucus, 
all taken together, produce diarrhea or dys- 
entery. When there is gradual subsidence 
of the irritating effect of bacterial life on 
the tissues, the intestinal walls begin to relax, 
the overstimulated mucous glands contract 
and produce a diminished amount of mucus, 
and the epithelial cells become granular from 
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the chronic infection present. This stage, 
though months or years may have elapsed 
since the initiation of the infection, may be 
the beginning of chronic constipation. As 
the musculature relaxes under the influence 
of bacterial infection, with consequent in- 
creasing dilatation of the intestinal wall, an 
increased atrophy of the mucous glands, and 
also an increased granulation of the diseased 
epithelial cells, the constipation becomes 
more pronounced. We must recognize, how- 
ever, that the degree and type of bacterial 
activity extends over, and may be respon- 
sible for an infinitely wide range of varying 
symptoms. 

The infection may be confined to com- 
paratively narrow limits in the intestinal 
tract, or it may include the entire large in- 
testine and the lower portion of the ileum. 
It may never invade the intestinal serosa, or 
it may produce extensive veils, bands and 
adhesions. The infection may be very mild 
and affect the epithelial cells of the mucous 
membrane only to a small degree, or it may 
affect the mucosa and the musculature and 
not the serosa. The character and activity 
of the germ life may be exceedingly mild or 
very severe. While some authors deny the 
existence of such a type of constipation as 
that recognized as spastic, it is true that cer- 
tain types of irritation do exist wherein seg- 
ments of the colon contract with unusual 
force and thus act as a source of mechanical 
obstruction to the progress of fecal material. 

Again, the infection referred to often ex- 
tends to the tissues of the anal outlet, and it 
is at this point that we observe the most 
pronounced contractions to be found any- 
where along the entire alimentary tract; thus 
more stasis is produced in the large intestine 
and the terminal ileum by spastic contrac- 
tion of these muscles than by any other factor 
entering into the etiology of constipation. 

It is so seldom that examinations are made 
of the rectum, or rather of the muscles con- 
trolling the rectal outlet, that it is quite im- 
possible to estimate the magnitude of this 
phase of the subject. When due considera- 
tion is given this question, it will be recog- 
nized that every abnormally contracted 
sphincter muscle is pathologic, and is a fac- 
tor tending toward the production of con- 
stipation. The muscles may be very much 
hypertrophied and tightly contracted, and yet 
the patient may not complain of constipation. 
Under such circumstances, however, there 
are compensatory conditions existing higher 
in the intestinal canal, whereby the contents 
are rendered either especially thin, the 
mucosa being unusually well lubricated, or 
some exaggerated lesion is present. 


The chronic types of infection found at 
the rectal outlet are in some instances the 
most obstinate benign conditions with which 
we have to contend. From the standpoint 
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of effecting permanent relief, these infec- 
tions, which play such an important part in 
constipation, almost always are found to 
begin with the digestive derangements of in- 
fancy, typhoid fever, amebic infection, or 
hook-worm disease. These attacks may have 
occurred years previously, yet it is significant 
when we note the large number of persons 
who have constipation and who give such 


histories. Adhesions 

Intra-abdominal adhesions, bands and veils 
sometimes cause sharp kinks in the colon and 
may cause severe obstipation and abdominal 
pain, even occasionally causing acute ob- 
struction. These patients are not infrequently 
chronic invalids and deserve close study. The 
relationship to earlier bacterial activities 
within the intestinal lumen during attacks 
of typhoid fever, amebic infection, or other 
types dysentery is very important. In many 
instances, when the intestinal infection is re- 
moved, the patients are completely relieved. 

A number of patients, in whom there is a 
previous history of acute intestinal infection, 
complain of pain simulating appendicitis, fol- 
lowed, perhaps years later, by constipation, 
indigestion and other conditions resulting 
from bowel inactivity. At operation, the blood 
vessels in the serous coat overlying the colon 
and appendix are found engorged, adhesions 
and veils are present, and the appendix is 
removed without subsidence of the constipa- 
tion and pain. 

A reflux of cecal contents into the ileum 
occurs more frequently than is generally sup- 
posed. In a very large number of patients it 
has been found that one out of six has 
ileocecal incompetency. An ingenious opera- 
tion has been devised for the correction of 
this defect, but it has not been found en- 
tirely satisfactory. If stasis in the cecum and 
ascending colon is the chief factor in pro- 
ducing ileal regurgitation, its cause must be 
found and relieved. If the tightly-contracted, 
irritable and hypertrophied muscles control- 
ing the rectal outlet, the dry condition of the 
colonic mucosa and the other conditions rec- 
ognized as factors in the production of con- 
stipation are removed, it is usual that the 
ileocecal defect will be removed also. If 
these conditions exert as potent an influence 
as suggested (and I believe they are im- 
portant factors in producing stasis of the 
right colon), then their removal will benefit 
the ileocecal defect. 


Neoplasms 

In many cases of cancer, especially when 
the growth is located at the rectosigmoid 
junction, constipation is the earliest symp- 
tom. Early discovery of the neoplasm per- 
mits an excellent chance of cure by the 
radical abdominoperineal resection of the 
sigmoid and rectum, with a permanent 
colostomy. 

58 E. Washington St. 
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Local Injection of Saline Solution 
in Pruritus Ani* 
A 10 cc. syringe equipped with a 23-gage 
needle, % of an inch in length, is used 
for the injection. Sterile physiologic saline is 
the solution employed. 

Having placed the patient on an examin- 
ing table, in the left or right lateral position 
with the lower leg drawn somewhat back- 
ward, the upper hip is allowed to tilt slightly 
away from the operator. A sheet is draped 
over the buttocks, allowing an exposure of 
three inches about the anus. A good source 
of light is essential, and for this purpose a 
head-mirror with indirect light will suffice, 
but better still is a direct source from a small, 
portable “goose-neck” lamp placed at the 
side of the operator. : 

Preparation of the entire area is accomp- 
lished by cleansing with liquid soap and 
water, after which alcohol is applied. The area 
is divided into four portions by projecting 
two imaginary lines through the anus: the 
first passing antero-posteriorly through the 
fold of the buttocks and a second extend- 
ing laterally and at right angles to the first. 
The greatest pruritic involvement is usually 
about the posterior anal commissure, there- 
fore either posterior quadrant is selected for 
the initial injection. Consistent with the 
greater degree of involvement, this quadrant 
should receive a relatively large volume of 
the fluid. 


The site of injection is along the edge of 
the circumanal pigmented area, which is 
situated one and one-half inches external to 
the edge of the anus. After the needle has 
punctured the skin, the point is directed 
toward the rectum as the spoke of a wheel. 
The barrel of the syringe is lowered so that 
the shaft of the needle lies in a plane of 
subcutaneous tissue, parallel to the skin, and 
is at right angles to the long axis of the 
rectum. The needle is inserted until its point 
approaches within one-half inch of the rectal 
wall. This method is contrary to the usual 
injection procedure, where the shaft is 
directed parallel to the long axis of the 
rectum. Three (3.0) to 5.0 cc. of the solution 
are slowly injected. The solution enters the 
tissues, encountering only a slight resistance 
comparable with that of an intravenous in- 
jection, and causes no discomfort to the pa- 
tient. The needle is withdrawn and the pro- 
cedure repeated, employing a somewhat 
smaller volume in the less involved quadrants, 


*A. J. Digest. Dis. & Nutrition, Mar., 1936. 
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until the total of 10 cc. has been injected into 
the perirectal tissues. A total volume of 15 
to 20 cc. of solution may be required for cases 
with extensive pruritic involvement. Follow- 
ing the injection the anal region should be 
gently massaged with a pledget of cotton 
saturated with alcohol or disinfectant. This 
manipulation achieves a distribution of the 
fluid about the perirectal spaces. 

The only sensation following the injection 
is a faint sense of fulness about the injected 
area and, except for the slight discomfort 
caused by the introduction of this small-gage 
needle, there is no pain. In hypersensitive 
individuals, anesthesia at the site of injection 
can be secured by applying a drop of phenol 
to the skin, followed by alcohol, although this 
is rarely required. 

The patient experiences a measure of relief 
within two to four hours following the treat- 
ment. In our series there have been no in- 
stances in which some benefit has not been 
secured. Complete alleviation, without re- 
currence, is obtained in about 50 percent of 
all cases. In a few instances it is necessary 
to secure this complete result by repeating 
the procedure within one week. This is prob- 
ably due to the fact that the entire involved 
area was not originally contacted by the solu- 
tion. Of the remaining cases about one-half 
have complete relief, with a recurrence of 
the symptoms within two to six months. 
These usually suffer no recurrence following 
the second treatment. The remaining group 
of patients experience an undoubted benefit 
following the injection and, although they 
are not completely relieved, it is possible to 
keep them comfortable by repeated injections, 
administered from one to three months apart, 
as required. 

This method requires no extraordinary pre- 
cautions and presents but two remote possi- 
bilities for error. The first, puncturing the 
rectal wall while injecting, is practically im- 
possible providing a % inch needle is em- 
ployed and the needle is inserted at the edge 
of the circumanal pigmented area. The second 
precaution is required only in males, where 
the urethra can be avoided by not injecting 
along the mid-line anterior to the commis- 
sure. It is doubtful whether the injection of 
physiologic saline solution would cause any 
damage to these structures, even though 
either of these two errors were committed. 
There have been no complications following 
the use of the method and abscess formation 
has not occurred. 

Drs. W. J. Scnatz anp V. SPRENKEL. 

Allentown, Pa. 
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Guardianships for Doctors 
By Czar Johnson, M.D., F.A.C.S., Lincoln, Neb. 


Leary repeats. Many years ago “Mrs. 
Winslow’s Soothing Syrup” was a profit- 
able commercial nostrum, used to lull little 
children to sleep effectively. Today “Mr. 
Workmen’s Compensation Soothing Syrup” is 
a profitable industrial nostrum, used to lull 
little doctors into a state of innocuous desue- 
tude. This nostrum is concocted with dif- 
ferent flavors, to meet local tastes. Dr. Henry 
H. Kessler describes a variety used in New 
Jersey, for doctors that are not competent 
to determine for themselves the value of their 
services. For such doctors an excathedra 
“Guardianship Committee” has been insti- 
tuted in New Jersey. This New Jersey 
“guardianship committee,” according to Dr. 
Kessler, is composed of three physicians, one 
selected by the Industrial Commission, one 
selected by the employers and one by the 
County Medical Society. Who pays these 
doctors is not stated. In Nebraska a similar 
“guardianship committee” holds forth. The 
manner of selection of this committee is 
somewhat speculative, but it is an open secret 
that the doctors composing the committee 
are paid by the insurance companies. 

These “guardianship committees,” it is in- 
ferred, are three wise, unbiased judges of 
doctors’ fees and other medical matters per- 
taining to the disabilities of injured workmen. 
Although having no legal status, they pre- 
sume to act as judges of what the doctor shall 
charge for the treatment of a patient, who 
happens to be an employee who is entitled to 
certain medical benefits provided by the 
Workmen’s Compensation Act. 

If the employer maintains an industrial 
medical service, is it not reasonable to sup- 
pose that he requires no wet nurses to as- 
sist him in managing the doctors he hires for 
that service? There should be no necessity 
for this “guardianship committee” for these 
employers and doctors. 

If the attending physician is not on the 
pay-roll of the employer, he has no legal 
claim against the employer, or the insurance 
company that underwrites the employer’s 
liability for medical benefits. If the doctor 
has no legal claim against the employer, why 
should he demand payment from him or his 
underwriter? The assumption that an im- 


plied contract exists between the doctor and 
the employer, which does not legally exist, 
has been the pitfall of doctors in compensa- 
tion medical practice. This “guardianship 
committee” has no jurisdiction over a trans- 
action between a physician and his patient— 
the employee. The employer is liable, to the 
employee, for certain prescribed medical 
benefits. When the physician treats the em- 
ployee an implied contract is made with the 
employee—his patient. Any legal claim for 
professional service rendered is against the 
employee—his patient. The employee, if his 
injury is legally compensable, has a claim on 
his employer in the amount provided by the 
Workmen’s Compensation Act. 

But, regardless of whether or not the 
statute provides adequate medical benefits, 
for which the employer is liable to the em- 
ployee, or whether the employee has any 
legal claim against the employer, the em- 
ployee does owe the doctor a reasonable fee 


for the medical service he received. And if 


he does not pay for this service, or some other 
party does not pay the bill, the doctor has 
recourse in a court of law. If his charges are 
reasonable, he should be able to sustain the 
reasonableness by medical testimony and 
secure judgment against his patient for the 
amount due, together with costs. And this 
judgment is excellent evidence for the em- 
ployee to use in his claim against the 
employer, if it is necessary to use it. Why 
should doctors be harassed by some ex- 
cathedra guardianship board that has no legal 
status? 

This “guardianship committee” is a naive 
appendage to medicine. The effect of its ac- 
tivities is not confined to its camouflaged 
purpose. If it is a desirable adjunct of 
medicine, to determine the value of the 
professional medical service rendered to pa- 
tients who are laborers and entitled to cer- 
tain medical benefits provided by a special 
act of the legislature, why is such a 
“guardianship committee” not equally as de- 
sirable to determine the value of medical 
services rendered to patients who are not 
beneficiaries of some special legislation? If 
this “guardianship” policy now being pro- 
moted in New Jersey, Nebraska and other 
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states becomes an established policy, is it 
not logical to anticipate that similar boards 
will become legalized to act as “guardianship 
committees of doctor’s fees and medical 
services” of all classes of patients, in every 
community in those states adopting the pro- 
gram? 

Bubonic plague is bubonic plague, whether 
transmitted by a flea from a long-tailed or 
short-tailed rat. Social experiments may 
produce any sort of monstrosity. But why do 
doctors want any more monstrosities? 

Workmen’s Compensation is a social ex- 
periment. The medical profession is not 
legally a party in interest, and common sense 
would preclude Medicine wanting to be a 
party in interest. Nevertheless, some in- 
fluential physicians have persisted in en- 
deavoring to insinuate the medical profession 
into the management of the experiment. All 
Workmen’s Compensation Acts provide for 
more or less disability and medical benefits 
for injured employees. These benefits cost 
money. Theoretically the cost of these bene- 
fits is to be borne by Industry and ultimately 
passed on to the consumer. Obviously, if the 
employer can induce some group of persons 
to donate all, or a portion, of the costs of 
these benefits, it would reduce the cost to 
the employer and be considered good busi- 
ness. To obtain this donation, and thereby 
evade a statutory obligation, persuasion and 
coercion of doctors have been used ad. libitum 
to secure first-class medical service at cut- 
rate prices. This may be considered good 
business tactics, but it is demoralizing profes- 
sional practice and leads inevitably to the 
establishment of cut-rate fees for all classes 
of patients. 

As a matter of fact, this method of shifting 
the burden to Medicine constitutes an indirect 
subsidy granted by Medicine to Industry. If 
the Workmen’s Compensation socialized 
medicine experiment requires a subsidy to 
make it work, this subsidy should be fur- 
nished by Society, for and by which the ex- 
periment was instituted, and not by Medicine, 
which has always had a burden beyond any 
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reasonable demand to help the destitute and 
can ill afford to be a “Sugar Daddy” to 
Industry. 


As long as doctors continue to assume un- 
warranted and unnecessary obligations and 
burdens, they will continue to merit the un- 
complimentary appraisement, universally 
made of them by financial, commercial and 
industrial groups. 


As long as doctors persist in being proud 
of their strong altruistic backs and weak legal 
and financial minds, they will merit this ap- 
praisement and will continue to merit 
“guardianship committees” and continue to 
supply the necessary finances, or their 
equivalent, to sustain the Workmen’s Com- 
pensation and other like social experiments. 

What is it, in Workmen’s Compensation 
medical practice, that causes doctors to lose 
the faculty of discrimination; to pose as doc- 
tors to their patients and, at the same time, 
act as sleuths for some insurance company; 
to ignore privileged communications and im- 
plied contracts; and to abandon their patients 
with impunity? What is it, in Workmen’s 
Compensation medical practice, that causes 
doctors to mutilate the character of their con- 
freres; to mangle medical fees beyond recog- 
nition; and to surrender professional and 
legal rights with the equanimity of sheep? 
What is it, in Workmen’s Compensation med- 
ical practice, that causes doctors to submit to 
regulation by “guardianship” boards and com- 
mittees which have no legal status or justifi- 
cation and which would not be tolerated by 
any other self-respecting professional body 
or business body of American citizens? What 
is it, in Workmen’s Compensation medical 
practice, that causes doctors to abandon every 
basic tenet of the profession in order to 
maintain an experiment in Socialized Medi- 
cine—a form of practice which the leaders of 
Organized Medicine condemn? 


Is it the disease which produces socialized 


medicine, or is it a disease caused by social- 
ized medicine? 


Bankers’ Life Bldg. 


INFLATION IS REPUDIATION 
Every thinking person must agree. to the following principles: 
1.—That if the Federal Government continues to spend twice its in- 
come, the result must ultimately be some form of repudiation or confiscatory 


taxation; 


2.—That governments do not become bankrupt, because they have the 
right to issue money and compel the acceptance of that money in the pay- 
ment of bills and debts at whatever face value they may fiz; 

3.—That the traditional form of repudiation is inflation of the currency; 

4—That inflation of the currency has always brought suffering and 
misery to the people in every country that has ever resorted to it—Cart P. 


DENNET, in The Watch Dog, May, 1936. 
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Social Aspects of Sickness 
T™ expression has a familiar ring. It seems 
reminiscent of something in the Bull Moose 
campaign of many years ago, when Colonel 
Roosevelt was leading us against the forces 
of greed and selfishness. At any rate it is 

now revived, and with a good purpose. 


The Committee on Legislative Activities of 
the American Medical Association, which is 
headed by Dr. E. H. Cary, has recently 
authorized a release to the presidents and 
secretaries of State Associations and dele- 
gates to the American Medical Association, 
in which it stresses the desirability of less 
discussion of the topic “Medical Economics” 
and more emphasis upon “Social Aspects of 
Sickness,” which accounts for the caption 
heading these comments. We are in hearty 
accord with this committee in the advis- 
ability of this approach to this troublesome 
question. There is no question but that 
“Medical Economics” is frequently construed 
to denote a purely medical problem, which is 
largely wrapped up in the selfish financial in- 
terests of the physicians. 

To be sure, most physicians depend upon 
their practices for their living, but it is 
difficult to understand why efforts to con- 
serve that living should be regarded as dis- 
graceful when, in all other lines, the financial 
return is taken as an index of the ability of 
the men working in that line, but it is, just 
the same, and too much emphasis by the 
physicians on that phase is certain to divert 
attention from their support of the broader 
and more comprehensive features of the prob- 
lem. It is for this reason that the committee 
above referred to is desirous of having the 
representatives of the medical profession de- 
velop interest in the subject from that angle 
—the social aspects of sickness. 

Adequate income, as has been so frequently 
said, provides for normal living and work- 
ing conditions and permits the creating of a 
reserve for emergencies. Insufficient income, 
on the other hand, and unfavorable employ- 
ment conditions, reduce the family to a poor 
living level and the inevitable results are 
insufficient food, inadequate clothing, un- 
healthful housing conditions and the develop- 
ment of psychogenic states most disastrous 
to the community as well as to the individuals 
involved. The subnormal] health that follows 
makes for inefficiency in vocational as well 
as other activities. 

Medical care, no matter how good or how 
cheaply disbursed, cannot provide all the fac- 
tors necessary for the maintenance of good 


health and industrial efficiency, when the 
correlated living conditions are so unfavorable 
as to make this impossible. Sufficient income 
for normal living to reduce sickness would 
be more effective than a few weeks of inferior, 
especially if politically controlled, medical 
service after chronic disease and permanent 
disability have become established. The 
various schemes proposed call for the deduc- 
tion from already insufficient wages for the 
carrying of such medical service, as well as 
the stepping up in cost of those supple- 
mentary commodities essential to the sick 
as well as those not sick—a horizontal in- 
crease in the cost of living. 

We concede the contention of the com- 
mittee already referred to, that sickness must 
be considered from the social angle rather 
than from the physicians’ distress standpoint 
if we are to get anywhere. A bare sub- 
sistence wage, whether sponsored by some 
governmental agency or a private industry, 
certainly does not make for good health and 
cannot care for sickness, for very obvious 
reasons. The medical profession shares with 
all other professions in requiring constant 
effort to maintain it at the highest degree 
of efficiency in the presence of changing con- 
ditions, but this cannot be accomplished by 
placing its destiny in the hands of a bureau- 
cracy, and making two jobs where only one 
formerly existed.—Editorial in Weekly Roster 
& Med. Digest, (Philadelphia), Feb. 29, 1936. 

—_——— 


Our Daily War 


pa the 18 months the American army 
was participating in the World War, 50,- 
150 members of the A. E. F. were killed in 
action. 
Every 18 months, in the United States, 54,- 
400 people are killed in automobile accidents. 
Can’t the medical men do something about 
arranging an armistice? 
eo 


Get all you pay for. Read and use the Ads. 
e ae 
The Doctor's Responsibility 


DOCTOR was assigned to relief work un- 
der a rotating schedule in a relief clinic. 


a 


The relief agency furnished supplies and em- 
ployed a nurse. To reduce expenses the 
agency made up its own solution for anes- 
thesia, by using tablets and boiling distilled 


water. The supply of distilled water was 
exhausted. The nurse was instructed to get 
more. Instead she was supplied with sul- 
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phuric acid. The nurse made up the solution 
as she had numerous times before. The solu- 
tion, which was colorless, was injected. One 
side of the patient’s face sloughed away. 
The doctor was the only one sued.—Medical 
Protective Co. 


o—__—_——_ 


Deadbeats 


| HAVE no patience with deadbeats (people 

who can pay and won’t), and I feel that 
physicians should go after them fearlessly. I 
do not hesitate to do so, and it has not in- 
jured my business. 

One of my methods has been to prepare a 
mimeographed sheet like the following. I 
keep a supply of these on the table in my 
waiting room, and hand them out or mail 
them, as the occasion demands. 


HOW TO ESTIMATE THE AMOUNT OF 
MONEY A DEADBEAT OWES THE 
DOCTOR HE IS KNOCKING 


A person knocking a doctor usually owes 
the doctor money which the knocker does 
not want to pay. To find out the amount 
owed, first find out the time used in knock- 
ing. Glance at your watch or the wall clock 
at the beginning and end of the conversation. 
Remember the number of minutes consumed 
in the conversation. When you are alone, 
refer to the clock-face diagram above, which 
was drawn for your convenience. The amount 
owed is set forth in figures which are out- 
side the clock-face diagram and opposite the 
number of minutes the knocker talked. By 
simply checking the proper position, a fairly 
accurate result may be obtained. 

ONE DEADBEAT IN A COMMUNITY HURTS CREDIT. 


G. A. Lecautt, M.D. 
Owen, Wis. 
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What the Minute-Man Fought For 
At this particular time it is especially in- 

teresting to consider why it was that our 
forefathers rose up against the British and 
cut loose from the mother country. 

In his book, “New York in the American 
Revolution,” Professor Wilbur C. Abbott re- 
cords an account of an interview with one 
of the minute-men who fought at Lexington 
on April 19, 1775 (or perhaps in the first 
armed resistance at Westminster, Vermont, on 
the preceding March 13th), as to what it was 
that he was fighting for. 

It turned out that this sturdy patriot had 
never noticed that the British were personally 
oppressing him; had never seen one of the 
notorious tax stamps; had never drunk a cup 
of tea in his life; and had never heard of 
the doctrines of Sidney and Locke. What he 
fought for, in his own words, was, “We had 
always governed ourselves. We always meant 
to. They (the British, in those days—an- 
other group today) didn’t mean we should.” 

That sounds like a good reason for fight- 
ing, in 1775 or at any other time. 

G. B. L. 
ee -@e- — 


Dr. Smith Announces 
Ta five most obvious reasons for sending 


out announcements are to herald the open- 
ing of an office, a change of address, new 
office hours, restricting practice to a specialty, 
or resuming work after a lengthly post- 
graduate term. There are a few less com- 
mon reasons, such as succeeding to another’s 
practice, taking of an associate, etc. 

Physicians’ announcements are like even- 
ing clothes. Their style is traditional; fashion 
seldom affects them. A few minor changes 
take place, but, generally, the appearance of 
a tailcoat or the notice of an M.D.’s new ad- 
dress is the same today as it was twenty 
years ago.—J. T. Duryea CorNnwWELL, JR., in 
Med. Economics, Feb., 1936. 
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Look for THE LEISURE HOUR among the 
advertising pages at the back. 
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Happy Marriages 

as marriages, according to Drs. Lewis 

M. Terman and Paul Buttenwieser, of 
the University of California, run in families. 
Of happy marriages which were studied, 86 
per cent had happily married parents on both 
sides of the family—Bul. Kentucky Dept. of 
Health. 
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"A MONTHLY POSTGRADUATE COURSE" 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 

Discussions should reach this office not later than the Sth of the month 
following the appearance of the problem. 

Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 5 (Medical) 


Presented by J. J. Bunn, M_D., 
Mt. Pleasant, N. C. 


(See Clin. Med. & Surg., May, 1936, page 255) 


RECAPITULATION: A big, strong, obese 

man of 50 years, who had a systolic heart 
murmur, suffered from orthopnea during al- 
coholic “sprees,” but at no other time. This 
condition had frequently been relieved by 
morphine. 

On one such occasion he was given 1% grain 
(32 mg.) of morphine and, 20 minutes later, 
3 grains (0.2 Gm.) of Nembutal. After 20 
minutes more he was asleep and breathing 
easily. 

Half an hour later he developed deep cy- 
anosis and tachycardia, which were relieved 
by 1/60 grain (1 mg.) of atropine and 1.5 cc. 
of Coramine, hypodermically. 

Requirements: What was the cause of the 
‘ orthopnea? Of the cyanosis and tachycardia? 
If he had died, what would you have put on 
the death certificate? Comment on the treat- 
ment given and state how you would have 
treated this case. 


Discussion by G. M. Russell, M.D. 
Billings, Mont. 

The combination of morphine and Nem- 
butal or Sodium-Amytal frequently causes 
depression of the respiratory center, such as 
occurred in the case presented by Dr. Bunn. 

As shown by his recovery after the admin- 
istration of atropine, this is the drug that 
should have been used in association with the 
Nembutal. 

If death had ensued, the cause of death 
should have been given as “Paralysis of the 
respiratory center.” 


Discussion by M. Gleason, M.D., Mendota, III. 

The presence of orthopnea whenever this 
patient indulges excessively in alcohol, and 
the absence of this symptom when he is 
sober, seem to indicate that the alcohol 
causes this condition. The presence of the 
cardiac murmur suggests that there was 


some degree of vascular sclerosis in the large 
vessels and, therefore, the action of alcohol 
would be more pronounced. The cause of the 
orthopnea is traceable to cardiac dilatation 
and pulmonary edema. 


The tachycardia and cyanosis in the last at- 
tack were produced by the use of Nembutal, 
which has somewhat the same action on the 
system—dilatation of the vascular system and 
edema of the lungs. This particular patient 
apparently had some idiosyncracy to bar- 
bituric acid. 

If the man had died during this attack, I 
would be inclined, from the history given, to 
make out the death certificate as: Acute car- 
diac dilation and pulmonary edema. 


The atropine and Coramine treatment was 
fine. However, I should have used Digifoline 
instead of the Coramine. Originally, I should 
have left the patient after giving the mor- 
phine, and relied on it, instead of adding the 
Nembutal. I am personally inclined to think 
the Doctor invited trouble by trying to do 
too much for the patient. 


Discussion by E. C. Junger, MLD., 
Soldier, Iowa 

This man inhales considerable flour dust, 
which predisposes him to bronchial irritations 
which are aggravated under alcoholism. 

The weight (240 pounds) indicates too much 
fat, which is no doubt due to a chronic, slow 
toxemia, the result of lack of elimination of 
the cell products of metabolism. 

The depressing effect of alcohol, plus mor- 
phine, plus Nembutal, was too much for the 
respiratory center and caused the cyanosis. 

Morphine with atropine is a safer prepara- 
tion in such cases. A little digitalis should do 
good to this heart and step up kidney elim- 
ination. The tachycardia I believe to be due 
to the toxemia and vascular paresis. The 
cyanosis, of course, was due to the poor cir- 
culation, toxemia and alcoholism. Alcohol 
interferes ‘with digestion, carbon dioxide- 
oxygen exchange in the lungs, and vascular 
tone. 
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On the death certificate I would have en- 
tered, “acute alcoholism.” 


Discussion by Louis P. Ibelli, M.D., 
Brooklyn, N. Y. 

This case is chiefly one of acute alcoholism, 
superimposed upon a heart with fatty degen- 
eration, as suggested by the cardiac murmur. 
Such a combination can produce or increase 
the symptoms mentioned; and the alcohol 
might also cause neuritis of the vagus nerve, 
thus depressing its inhibitory action. 

Nothing has been said about the condition 
of the patient’s lungs—whether emphysema 
is present, as is often the case in flour millers. 

Had this man died, I should have stated the 
cause of death as: Acute alcoholism and fatty 
degeneration of the heart. 

My treatment, at the beginning of the case, 
would have been a thorough gastric lavage, 
followed by a barbiturate sedative or paral- 
dehyde. Morphine should be given only when 
absolutely necessary. 

The treatment of the emergency which 
arose would call for stimulants, such as Cora- 
mine, caffeine, or epinephrin. There can be 
little criticism of the way Dr. Bunn handled 
this situation. 

The patient should be made to realize that 
his heart is none too good, and told that, if he 
continues to go on sprees, one of them will 
probably kill him sooner or later. 


Discussion by William T. Gueno, M_D., 
Quincy, Ill. 

In cases of alcoholism it is important to 
know the quality of the alcoholic beverage 
ingested, for, while all alcohols are toxic, 
there is a difference in degree of toxicity be- 
tween ethyl and methyl alcohol, which two 
are frequently encountered in drinking con- 
coctions; ethyl, usually; methyl, occasionally. 

This patient, apparently, is of dipsomaniac 
tendencies; has periods for indulging in a 
“spree” lasting from three to four days to a 
week. The question here arises as to whether 
he eats regularly along with his drinking, and 
if he has any rest, or if he drinks constantly, 
dissipatingly, during his spree. 

Alcohol acts as a depressant to the nervous 
system, and in excessive amounts depresses 
the heart and the vasomotor center; it causes 
marked congestion of the lungs and respira- 
tory passages. Blood containing alcohol loses, 
in part, its oxygenating power. So it would 
seem, from the history, that this man’s or- 
thopnea is due to circulatory interference 
and pulmonary edema, induced by acute al- 
coholism. The tachycardia can be explained 
as due to the overuse of alcohol, which is a 
cause of pathologic tachycardia. The cy- 
anosis was due to insufficient oxidation of the 
blood, as a result of disturbed respiration 
and circulation through the lungs, so that 
the arterial blood in the capillaries was im- 
perfectly oxidized. 
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Thus this patient, first, was undergoing a 
circulatory and respiratory depression from 
excessive use of alcohol; then morphine was 
given, which also depresses the respiratory 
centers in the medulla and decreases CO, 
production. Nembutal, I believe, acted in 
synergism with the morphine. 

As to a death certificate, that would de- 
pend on a decision as to whether the respira- 
tory arrest was due to the alcoholism, or 
whether some undisclosed organic disease 
was present, and was unfavorably influenced 
by the morphine and Nembutal. 

My rule in cases of this type is, if the pa- 
tient is robust and sthenic, I give a hypo- 
dermic dose of apomorphine hydrochloride, 
gr. 1/10 (6 mg.). This is not so dangerous 
as is the morphine. If the patient is asthenic, 
a preliminary injection of strychnine gr. 1/30 
(2 mg.) may be used to offset the after- 
depression of the apomorphine. Francis Hare 
states (Practitioner, Oct., 1924), “Apomor- 
phine is probably the most useful single drug 
in the therapeutics of alcoholism.” 


Discussion by John Clark, M.D., 
Independence, Kans. 

The man in this problem is well-to-do. 
He knows what alcohol does to him. He 
persists in drinking it. It is his problem. 

While orthopnea is unusual in most cases 


of simple drunks, yet, at his age (which is 
50) and his weight (which is 240 pounds), 
and with a systolic apex murmur, there seems 


ample ground for suspicion. Just as one 
would expect, in a man of this sort, to ob- 
serve, sooner or later, such trouble in the 
liver function as is often noted in diabetics, 
together with hardening of the arteries, so 
is there a further analogy in his embarrassed 
heart action. 

During the chemical changes in digestion, a 
series of fermentations is in progress, so that 
a series of alcohols is produced. Just where 
each man’s digestion or fermentation goes 
wrong is hard to determine. Probably the 
excess of alcohol which this man drinks is a 
cause of his orthopnea. 

The cause of the cyanosis and tachycardia 
are the further result of the morphine and 
the Nembutal which he received. A half- 
grain of morphine is not an excessive dose, 
and three grains of Nembutal may not be 
excessive for most cases; yet they were in 
this case. There was, no doubt, a related 
action between the alcohol the man had been 
drinking, the morphine and the Nembutal, 
so that they caused trouble. 

Specific tincture of Capsicum is said to be 
a specific in this and kindred complaints. My 
method of administration is to order three 
or four drops, in a pint of hot water, as one 
dose, to be repeated as often as is indicated. 
This will do three things: Clear the stomach; 
wash out the alcohol. from the blood; and 
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flush the kidneys, restoring them to normal 
function. 


Discussion by F. D. La Rochelle, M.D., 
Springfield, Mass. 

This patient is not a strong man, but a 
weak one. His strength is only apparent. 
He belongs to that formidable-looking type 
of individual who wilts on slight exertion. 
He is overweight (about 40 pounds) and 
that overweight is probably not uniformly 
distributed, being mostly in the form of fat. 
His myocardium is surely the site of fatty 
degeneration. He very likely smokes to ex- 
cess and suffers from nasopharyngeal catarrh 
with excessive secretion and chronic asth- 
matic bronchitis. His lungs are small in rela- 
tion to his weight, consequently he easily 
becomes short of breath. His tissues contain 
an excess of water and, on lying down, this 
water rapidly returns to the blood and over- 
distends his heart. In the sitting position, 
gravity keeps the water in the dependent 
parts of his body and his weakened heart 
is sufficient to keep him free of symptoms. 
The attack referred to is well discussed by 
Weiss, in “Oxford Medicine,” Vol. 11, Part 1, 
p. 250, under “Syncope Related to Congestive 
Failure of Circulation.” 

As a result of wrong diet, abuse of alcohol, 
and other faulty methods of living, all this 
patient’s organs probably suffer from paren- 
chymatous degeneration. It would be of 
interest’ to know the blood pressure and con- 
dition of the urine. Had he died, “alcoholism” 
would have been a good diagnosis to certify 
to the Board of Health; but in the way of 
expediency, “Chronic Myocarditis with Syn- 
cope,” would have been satisfactory. 

The treatment given for the cyanosis was 
good, as shown by the fact that he recovered. 
This man will never be cured unless he will 
cooperate, although it would be an easy mat- 
ter if he would follow simple directions. The 
following would surely help him: 

1.—Stop the use of alcohol. 

2.—Restrict tobacco. 

3.—Go on a diet: 2460 calories—proteins, 
90 Gm.; carbohydrates, 210 Gm.; fats, 140 Gm. 

4—Take graduated exercises with dumb- 
bells, beginning with 5 pounds and increasing 
to 10 pounds, in a couple of months; later 
15 or 20 pounds, in the course of 6 months or 
1 year. ; 

5.—His weight should come down to 200 
pounds. 

6—Only a moderate amount of work 
should be attempted until his weight be- 
comes normal and his muscles hard. 


Discussion by Oswald C. J. Withrow, M.B., 
M.R.C.S., L.R.C.P., Toronto, Can. 

I would suggest that the orthopnea was 
due to a combination of an overdose of alco- 
hol and the heart condition. When alcohol is 
absorbed it influences the heart markedly, 
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causing it to beat more powerfully and more 
rapidly, the pulse becoming fuller. These 
results are due to peripheral arterial dilata- 
tion and to a stimulating effect on the heart. 
The vasomotor system is acted upon and all 
the vessels of the skin dilate; therefore, if 
he previously felt cold, the person who has 
taken the alcohol feels warm. The blood 
pressure rises, the increased action of the 
heart more than compensating for the vas- 
cular dilatation. 

The description states that there is a sys- 
tolic cardiac murmur, and I have always felt 
that it is impossible, clinically, to be positive 
about the exact condition of the heart from 
any signs and symptoms which may reveal 
themselves. Therefore, the heart may be, 
and probably is, in rather bad shape, and so 
the combination of alcohol and cardiac dis- 
order might easily be the cause of the 
orthopnea. 

The cyanosis and tachycardia resulted from 
the dose of Nembutal following close on the 
heels of a hypodermic injection of morphine. 
Clinically this combination is often bad. A 
fatality might easily have occurred. 

When the combination above has been 
effected, I see no reason to disagree with 
the administration of atropine and Coramine, 
plus the admission of fresh air. I should 
certainly not have given 3 grains of Nem- 
butal on the top of morphine. 

If the patient had died I should have en- 
tered the death certificate, “Alcoholism with 
heart failure.” The real cause of death would 
not be understood by those who check death 
certificates and are inclined to ask embar- 
rassing questions. 


Discussion by D. H. Nusbaum, MLD., 
Jackson, Minn. 

A cardiac murmur at the second left inter- 
costal space suggests mitral insufficiency, 
which causes continuous excess action of 
the left ventricle. The additional heart ac- 
tivity caused by the alcohol might have tired 
that already overworked organ to the point 
where the circulation became inadequate to 
maintain the oxygen requirements of the 
body, causing the orthopnea. 

The hypodermic dose of morphine relieved 
the difficult breathing, but depressed the 
respiratory center; the Nembutal depressed 
it still more; and this, with the inadequate 
heart, caused the cyanosis, which was re- 
lieved by the stimulating effect of the atro- 
pine and Coramine upon the heart and 
respiration. 

For many years I have not given a dose 
of morphine except in combination with one 
of the “protecting” drugs like atropine. I 
treat “drunks” with bromides or some of the 
proprietary bromide compounds. 

If death had occurred, I should have certi- 
fied it as due to: “Heart failure, resulting 
from mitral insufficiency complicated by the 
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effects of excessive alcohol and the thera- 
peutic administration of morphine.” 


Discussion by J. S. Lankford, M. D. 
San Antonio, Tex. 


This is one of those rare cases not often 
seen in practice. In studying the diagnosis, 
one might think of stenosis of the pulmonary 
artery; but if that were the case the right 
side of the heart would be greatly dilated—a 
globular heart—and the lungs would be 
small and poorly developed through a life- 
time of limited circulation and nutrition, and 
the Doctor does not mention such a condi- 
tion. 

A reasonable suggestion is that the patient 
is a sufferer from persistent ductus arteriosus. 
In the ordinary habits of life as he lives it 
there is no noticeable difficulty. The ductus 
arteriosus is persistent, but collapsible, and 
the circulation is not affected under ordinary 
circumstances. But we know how alcoholic 
stimulation sets the heart to pounding for- 
cibly. In this strong action the collapsible 
tube is opened and at once there begins the 
admixture of venous and arterial blood, ac- 
counting for the cyanosis. So long as the 
heart keeps up its pounding, the carbonic 
acid intoxication continues. After a few 
hours the blood is surcharged with this acid 
toxemia and the heart becomes tired, action 
is somewhat weaker, and the breathing cen- 
ter at the base of the brain is highly toxic. 
This explains the orthopnea. Quite a similar 
condition exists in the terminal stage of 
Bright’s disease when orthopnea and Cheyne- 
Stokes’ respiration become the great agoniz- 
ing combination, a terror to the patient and 
to the doctor. This condition is due to the 
renal toxic state of the breathing center. 

Close inquiry would probably reveal the 
fact that short energetic exercise causes blue- 
ness of the lips. If this systolic murmur at 
the second interspace is transmitted upward 
and toward the clavicle to the left, and some- 
times through to the shoulder blade, it is 
quite characteristic of persistent ductus 
arteriosus. 

The patient apparently develops a grave 
condition and, if warning will not stop him 
from his periodic sprees, the quickest and 
surest and safest relief is a quieting dose of 
morphine, in whatever amount is required. 
But immediately afterwards, the hypodermic 
use of Coramine ampules will tone up and 
stabilize heart action and probably prevent 
serious trouble. Coramine internally, twenty 
drops three times a day, for a week or two, 
would be advisable. Such a patient may die 
of cardiac syncope. 

The sleeping remedy administered was. 
evidently a powerful depressant and hazar- 
dous under the circumstances, as many of 
these things are. 

Dr. Bunn handled the case with skill and 
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good judgment, but of course nothing can 
be done for the congenital deformity except 
to govern the patient’s habits of life and 
take care of his general health. 
Discussion by Geo. B. Lake, M.D., 
Waukegan, IIl.* 

The systolic murmur which was heard in 
the second left intercostal space, may or may 
not have any significance. A careful study 
of the heart is indicated. 

If there is no demonstrable cardiac or 
other disease, and the orthopnea occurs only 
when the man is drunk, it may be due to 
dilatation of the stomach (either from the 
liquor alone or because he ate heavily at the 
same time), causing upward pressure on the 
diaphragm when he lies down. 

Instead of giving morphine at these times, 
it might be well to try the effect of thor- 
oughly emptying the patient’s stomach, either 
with a stomach tube or a hypodermic in- 
jection of 1/10 grain (6 mg.) of apomor- 
phine. 

Morphine diminishes sensitiveness to as- 
phyxia and depresses the respiratory center, 
and % grain (32 mg.) is about twice the 
ordinary therapeutic dose. Following this, at 
an interval of only 20 minutes (before the 
morphine had time to take full effect), the 
patient received 3 grains (0.2 Gm.) of Nem- 
butal (another respiratory depressant), which, 
again, is about twice the ordinary thera- 
peutic dose in such circumstances. This 
combination probably resulted in distinct 
anoxemia, which caused the cyanosis. The 
atropine and Coramine given were sound 
treatment, but if alpha-lobeline had been 
available it probably would have worked 
even better than the atropine. 

It is not surprising that the man was “ner- 
vous” on the morning following such heroic 
measures. If he had died, the cause of death 
should have been recorded (in the absence 
of an autopsy showing some other condi- 
tion) as acute respiratory failure. 
eo 


Problem No. 7 (Medical) 


Presented by Louis P. Ibelli, M.D., 
Brooklyn, N. Y. 


T= patient, a married woman of 22 years, 
was admitted to the hospital in deep coma, 
with a slight amount of foam upon her lips. 
She had a few slight, short, tonic convulsions. 

Her husband reported that she had had a 
fall at the age of 13 years, but had never 
been ill until about two weeks previously, 
when she complained of slight headaches 
(but no disturbance of vision) and was fitted 
with glasses by an optometrist. The previous 
night she had had a “fit,” after which she 


*This discussion embodies the substance of a letter 
written to Dr. Bunn immediately after the receipt of 


his problem. 
(Continued on Page 360) 
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Shuffling the Genes 


PERENNIAL source of interest to scien- 

tists are those remarkable little bodies 
known as the “genes” or the “units of 
heredity.” These are tiny, invisible units 
concealed deep within the cells of the bodies 
of every living thing, from human beings to 
the simplest forms of plants. They are so 
small that some scientists think they prob- 
ably are only molecules or small clusters of 
atoms. Their action, however, is so definite 
that it is possible to make accurate maps, in 
some cases, showing the locations of the 
genes that control the inheritance of many 
particular bodily characteristics. The genes 
control heredity by carrying through suc- 
cessive generations such things as color of 
hair and eyes, stature, bodily build, and other 
peculiar physical traits. They are believed 
generally to be arranged in strings or sau- 
sage-shaped objects known as “chromo- 
somes,” which resemble a row of peas in a 
pod. 

A question of supreme interest pertains 
to the production of new species and heredi- 
tary changes in living creatures. There is 
probably no more difficult and elusive phase 
of scientific research than this. Up to the 
present time most scientists have believed 
that the origin of new species and of heredi- 
tary changes in old species lay in alterations 
within the individual genes. The obscure in- 
fluence of climatic, atmospheric and environ- 
mental variations, of nutrition, and of the 
intricate workings of evolution and the 
mendelian law, were believed to be intimately 
concerned with and largely responsible for 
the changes in the individual genes. A recent 
new development may necessitate a radical 
change in these theories. 

We refer to the statement issued by the 
National Academy of Sciences, in Washing- 
ton, D. C., within the past few months, con- 
cerning the intensely interesting work of 
Professor H. J. Muller, of the University of 
Texas, who is now on leave of absence in 
Russia, in collaboration with Dr. A. A. Pro- 
kofyeva, of the Moscow Academy of Sci- 
ences. 

These scientists contend that new species 
are produced, not only by changes within the 
individual genes, but also by the occasional 
breaking up of the chromosomes with a re- 


arrangement of their component parts into 
new positions and into a different order. This 
they term a “shuffling” of the vital segments. 
As a result of this shuffling there is formed 
a new arrangement of the genes, with the 
consequent development of new species. 

Speaking in a popular way, this rearrange- 
ment of the units of heredity may be likened 
to the shuffling of a pack of cards. As may 
be seen at once, there would follow the 
possibility of an almost infinite variety in 
the arrangement and combination of the 
genes. Such a discovery necessarily has a 
direct bearing upon almost every phase of 
heredity and evolution, from the origin and 
development of the human race to the de- 
velopment of new breeds of corn or cotton 
which will be resistant to disease. These 
scientists claim that distinctly new species 
may be produced in this manner, with radical 
alterations in hereditary traits. Such a shuf- 
fling may also account for the appearance of 
minor hereditary changes, such, for instance, 
as the occurrence of a black-eyed child in a 
family that has been blue-eyed for many 
generations. 

There can be no more fascinating field of 
investigation than that concerning the in- 
tricate and delicate workings of nature’s 
laboratory of physiology. It seems to be 
getting down to the very basis or root of 
things; apparently, like producing something 
out of nothing. The investigation of gross 
changes in natural phenomena is a com- 
paratively simple matter; it is when one 
seeks the basic and minute hidden secrets of 
nature that truly startling revelations are to 
be found. While many of the conclusions 
that result from such a study are largely 
theoretic at first, sooner or later these find- 
ings become established facts and real 
progress is noted. Evidently, it is the only 
way in which a real growth in our knowl- 
edge of the finer workings of nature is pos- 
sible, and every encouragement should be 
given to these pioneers in science who are 
bold enough, and we might add, learned 
enough to enter upon and pursue such an 
evasive investigation. 

W. A. Newman Dortanp, M.D., F.A.CS. 

Chicago, Il. 
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Spinal Anesthesia in Private 
Practice* 
SPINAL anesthesia is not to be employed 
indiscriminately. Its improper use is giv- 
ing an otherwise fine procedure a bad name. 
Other things being equal, it is risky in just 
the type of case that any anesthetic or opera- 
tion is considered risky. However, I believe 
that, with proper precautions, it will show 
less morbidity and mortality than most other 
anesthetics in all types of cases. 


Fig. 1.—Sise Spinal Needle Introducer (‘Thumb- 
tack”), Actual Size. 


In all cases a competent man _ should 
always be on hand to take charge of the 
patient as soon as the injection is given; a 
man who, first, knows all the danger signals, 
knows what to do to meet them, and who can 
give a satisfactory supplementary anesthetic 
if required. 

Equipment 

A good syringe with a glass barrel marked 
off in tenths of a cubic centimeter, of a size 
large enough to hold comfortably in one’s 
hand—say, 10 to 20 cc. (one never requires 
more than 5 cc. of solution, but the smaller 
syringe is a bit hard to handle), and a spinal 
puncture needle to fit this, of the smaller 
calibers (20 to 22 gage), to make the spinal 
tap. Those with the shorter bevel make a 
sharp click as they go through the spinal 
membrane and perhaps are to be preferred 
on that account; besides, when they are in 
the spinal fluid, there is no possibility of the 
point being half in, as might occur with the 
longer bevels. All equipment should belong 
to the operator and be used only by him. He 
will then always be acquainted with the con- 
dition of his outfit. It is well always to have 
at least two needles boiled. 

Next, a Sise “thumbtack” (see Fig. 1), 
which makes easier the use of finer needles, 
and a 2 cc. hypodermic syringe, fitted with a 
fine, small needle, with which to make a 
skin wheal of local anesthesia. It is also 
well, in addition, to inject local anesthesic 
into the interspinous ligament. A_ short 
needle of moderate caliber which fits the 
large syringe is required to fill this syringe 
by aspiration from the capsule after the 
crystals have been dissolved in spinal fluid. 


*Canadian M. A. J., Sept., 1935. 


tReported in J. A. M. A., Oct. 20, 1928, page 
1186. The “thumbtack,” or spinal needle introducer, 
has a shaft 1% inches long (or 1% inches for very 
obese patients) and lumen of a size to fit the finer 
needle which is to be introduced through it for 
puncturing the meninges. If the “thumbtack” is not 
pushed in to its full length until the needle is in- 
serted, its position can be changed if necessary.—Ep. 
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When the tap has been made and the fluid 
is running freely, it is not infrequent that, 
in the subsequent manipulations of attaching 
the syringe, etc., the needle may be pulled 


out a little or pushed in. This may lead to 
the injection being made into the soft tis- 
sues outside of the meninges, causing a com- 
plete failure of the anesthesia, or an injection 
into the nerve substance—a very dangerous 
accident. 

To obviate this, a simple appliance has 
proved satisfactory and saved many anxious 
moments. It is an ordinary “bulldog” tie 
pin fastener; it is threaded backwards on the 
needle and pushed up to the shoulder before 
the puncture is made. The Sise “thumbtack” 
is pressed well home when it is inserted. 
When the puncture is made and the flow of 
spinal fluid is free, the fastener is imme 
diately and carefully slipped down until it 
rests firmly against the thumbtack. Now a 
little pressure on the needle will ensure that 
the fastener has “grabbed” tightly. The 
needle cannot, therefore, go in any further; 
should it pull out a bit, a hiatus will appear 
between the fastener and the “thumbtack” 
and the needle can be re-inserted this short 
distance. One must at all times be positive 
that the flow of the spinal fluid is free at the 
tip of the needle, 


The Drug to Be Used 

Choose some one simple preparation, made 
by a reliable concern, learn to know it, and 
do not change as long as the results are satis- 
factory. Use no mixtures and beware of ex- 
pansive trade literature. The dose should be 
as small as you dare use. From 0.10 to 0.15 
Gm. should cover the field of most men’s 
work. 


Do not try to do anything above the dia- 

phragm. Do not see how high you can get 
the anesthesia; see how low you can keep 
it and still carry out your operation with 
facility. These doses will give up to an hour 
of good anesthesia—the small doses for the 
lower operations and the larger for the 
higher. 
_ Avoid using spinal anesthesia in patients 
under fourteen or fifteen until your experi- 
ence is extensive; then use your own judg- 
ment. The longer you refrain from its use in 
younger children, the less likely you are ever 
to come to it; while with adults, the more 
you use, the less chance of your using any- 
thing else. Be cautious in old people. 

Spinal or lumbar anesthesia gives the best 
opportunity for atraumatic surgery. The 
skeletal muscles are relaxed; the visceral 
muscles are in tone; retractors and laparotomy 
sponges can almost be discarded. The trau- 
matic shock is thus lessened at its origin, and, 
in addition, it is blocked at the spinal nerve 
roots and so does not reach the cerebral or 
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spinal centers. There is lessened toxemia. 
Fluids are well taken and retained imme- 
diately before and after operation. Nausea 
from the anesthetic is practically eliminated. 
Postoperative distension is very greatly re- 
duced. Patients who have had both general 
and spinal anesthesia and come to a further 
operation, very frequently demand to be 
saved from the undesirable effects of a gen- 
eral anesthetic by having the spinal repeated. 

Besides lessening intestinal ileus or abdom- 
inal distension, spinal anesthesia may be suc- 
cessfully used as a treatment for postopera- 
tive or post-traumatic ileus not due to organic 
obstruction. 

Epwarp H. Woop, M.D. 
Ottawa, Ont., Can. 


__—_———_ @-—_. -— 


Organic Mercury Solutions in 
"Colds"* 


F “colds” are treated by the following 

method within 24 hours of their onset, 91 
percent of them can be completely relieved 
within 24 hours, and all of them within 72 
hours. 

If the “cold” has been present for more 
than 24 hours when treatment is begun, 50 
percent of the patients are quickly and com- 
pletely relieved; 40 percent are moderately 
benefited; and in 10 percent the treatment 
fails. 

The method is as follows: 

With the patient lying supine, half a 
dropperful of an aqueous solution of one of 
the organic mercurial compounds (Metaphen, 
1: 2,500; Merthiolate, 1:1,000; Mercurochrome, 
1:50) is forced into each nostril with a quick 
squeeze. When the fluid runs back into the 
throat, the patient may get up, but should 
not “blow his nose” for fifteen minutes. This 
procedure is repeated every three hours. 

There is slight local discomfort following 
these injections, in some cases, but it lasts 
not more than ten minutes. 

Mercurochrome stains the linen deeply; 
Metaphen, slightly; Merthiolate, not at all. 

Antony Basster, M.D. 

New York City. 


—_—_——- -@-—_——_- 


Use of Hobbies in the Practice 
of Medicine 


the practice of medicine there has been 
a general increasing emphasis on the value 
of preventive medicine. This has brought 
about a closer contact with those not already 
stricken with disease. In the endeavor to 
maintain uninterrupted happy and healthful 
living and promote longevity, the beneficial 
effect of a well-regulated life, without un- 


*Laryngoscope, Nov., 1935. 
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necessary worry or undue mental tension and 
with the proper exercise, rest and fresh air, 
is worthy of consideration. The accomplish- 
ment of such a state could be aided by the 
development of a suitable hobby and would, 
I believe, greatly reduce the future number 
of such diseases as certain types of psycho- 
neuroses, gastro-intestinal tract disorders, and 
cardiac diseases. With the public’s growing 
regard for a periodic checkup by a physician, 
more and more opportunity will be furnished 
the medical profession for initiating preven- 
tive measures. The over-ambitious type of 
patient and the one lacking in ambition both 
need a hobby as definitely as others need 
relief from constipation. 

Rest, either absolute or at intervals, is an 
important factor in the successful treatment 
of many diseases. Here again a hobby is a 
vital factor in securing desired results. Hob- 
bies to divert mental tension or to replace 
mental idleness, to increase or decrease 
activity, can be used as a definite therapeutic 
measure.—Dr. Joun R. Hamitton, of Nassa- 
wadox, Va., in Ann. Int. Med., Feb., 1936. 


@e——__——_—- 


Psychic Manifestations in 
Prostatism* 

\7 is impossible to dissociate urology and 

psychiatry. In the treatment of patients 
with chronic prostatism, gentleness and sym- 
pathy are essential, and how appreciative the 
patient is for all such consideration! How- 
ever, many patients today have suffered men- 
tally and physically and have refused fur- 
ther treatment, because at the time of their 
first examinations they were hurt or felt 
that the examining physician was too casual. 
All patients, with chronic prostatism, are 
supersensitive, mentally and physically, and 
suffer proportionately. 

A few years ago, a complete urologic ex- 
amination was an ordeal. The instruments 
were cumbersome and mechanically imper- 
fect. Local anesthetics of low toxicity were 
unknown. Speed was essential because of 
pain. Now instruments are smal] and prac- 
tically perfect, and local anesthesia is easily 
and safely administered. 

If sufficient time is allowed for the effec- 
tive action of the local anesthetic, the urethra 
and bladder can be examined and treated 
painlessly. A hasty, painful urologic examin- 
ation is no longer necessary. 

The mental state of a patient prior to pros- 
tatectomy or transurethral resection is sig- 
nificant. Here again confidence in the sur- 
geon, which is purely a mental reaction on 
the part of the patient, must be emphasized. 
The patient should never be permitted to 
doubt the successful outcome of the opera- 
tion. How this may be accomplished is, of 


*Urol. & Cut. Rev., March, 1936. 
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course, fundamentally a personal problem. 
Almost invariably disaster or death seems to 
follow a fixed fear complex in operations on 
this type of patient. 

The patient with chronic prostatism is 
characteristically subject to consternation, ap- 
prehension and fear. Consequently, the phy- 
sician must avail himself of every oppor- 
tunity and method to solace and comfort him. 
The patient can function sexually and men- 
tally and live satisfactorily without the pros- 
tate in most cases, but the as yet hypo- 
thetical internal secretion may have been dis- 
turbed by reason of the infection and, if pres- 
ent, will certainly be further disturbed by 
operation. Such being the case, preoperative 
and postoperative treatment is important. 
Such treatment includes the proper use of 
both chemotherapy and psychotherapy. 

Postoperatively, permanent mental dis- 
asters are uncommon, but functional psy- 
choses are the rule, lasting from a few 
hours to many weeks. Should a permanent 
psychosis develop, there was probably an un- 
derlying or congenital psychopathic weakness. 
The adjustment period following prostatic 
operations, major or minor, varies; fortunate- 
ly, however, most operative procedures are 
ultimately successful. 

The foregoing statements have not been 
loosely made, though to a certain extent they 
cannot be scientifically established. They are 
offered, not in lieu of a mechanical and sta- 
tistical review of operative successes and fail- 
ures, but with appreciation of the humane- 
ness in the art of medicine as practiced by 
our forefathers. 

Joun Durr, M.D. 

New York City. 


——_——_-@—_—_- —_- 


Dealing with Residual Tonsil Tissue* 


HAVE treated several cases of severe sore 

throat, caused by inflammation of residual 
tonsil tissue, in adult patients who had had 
tonsillectomies performed in childhood. If one 
palpates the tonsillar fossae in such cases, 
one will find that there is a tough, fibrous 
mass over the generally smooth walls. What 
seems to be retrotonsillar tissue is really a 
fibrotic mass over which the epithelium has 
grown. 

To prevent recurrences of the acute condi- 
tions, and also to avert any complications 
possible from the diseased focus, surgery is 
imperative. My procedure is as follows: 

The tissue forming the inner wall of the 
fossa is seized with a tenaculum and trac- 
tion made on it. Then an incision is made 
through the anterior pillar about one- 
sixteenth inch from its inner border. This 
is done only through the mucosa. With blunt 
dissection, the fascial plane is found and fol- 


*M. Rec., Mar. 4, 1936. 
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lowed above the supratonsillar fossa. In this 
region one is most likely to find some of the 
original tonsillar capsule. If this is found, it 
is carefully separated by blunt dissection and 
the upper pole of the mass extracted. From 
then on a combination of blunt and sharp 
dissection will deliver the mass of tissue out 
of its bed. It must be thoroughly freed be- 
fore an attempt to snare it is made, because 
the fibrous adhesions will not be severed 
by the wire. Where no tonsillar capsule in 
the upper pole is made out, the entire dis- 
section has to be sharp, the fascia being split 
into two layers. When the mass is fairly 
well enucleated, the snare can be applied in 
the usual manner. The resulting fossa ap- 
pears very large, but it always contracts in 
the healing process and causes no trouble 
whatsoever. 

Not all residual tonsil tissue requires such 
radical treatment. Where there are pieces of 
tonsil tissue, not embedded in scar, they may 
easily be snared off or coagulated by dia- 
thermy. 


SAMUEL Kaptan, M.D. 
Brooklyn, N. Y. 


-@-- 


Intraperitoneal Vaccination* 


|X the average surgical clinic the mortality 

following surgery of the colon is approxi- 
mately 20 percent. Peritonitis is the dreaded 
complication which is responsible for the 
majority of fatalities. Efforts to reduce the 
incidence of generalized peritonitis after op- 
erations on the large bowel have been with- 
out success until recent years, when the 
use of a combined streptococcus-colon bacil- 
lus vaccine, which is injected into the peri- 
toneal cavity, together with a more thorough 
preoperative regimen, has proved a definite 
aid in this direction. 

During the past year we have used intra- 
peritoneal vaccination in 6 colon cases. In 
5 of these a resection of the colon was done, 
and in the sixth an ileocolostomy. There was 
one death, due to pulmonary embolism, on 
the fifth postoperative day. In none of the 
cases did peritonitis develop. Thirty-nine 
(39) recent consecutive cases of colon sur- 
gery, excluding those in which the vaccine 
was used, performed at the Evanston Hos- 
pital, were studied in the interest of com- 
parison. Of these there were 9 deaths, the 
surgical mortality being 23.4 percent. All 
deaths were due to peritonitis, 

The technic of administering the vaccine 
is simple. The optimum time for the injec- 
tion is 72 hours before operation. One (1) 
cc. of the mixed vaccine (streptococci and 
colon bacilli) is diluted with 10 cc. of physi- 
ologic salt solution and injected, by means of a 
dulled spinal puncture needle, into the peri- 


*Bul. Evanston Branch, Chicago M. S., Mar., 1936. 
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toneal cavity. The site chosen is usually the 
lower quadrant on the side of the proposed 
operation. A distended abdomen contrain- 
dicates an injection, owing to the danger of 
perforating the bowel. When such a condi- 
tion obtains, enemas should be given and 
the distention relieved. In instances of com- 
plete obstruction the latter may be without 
avail and a preliminary colostomy may be 
necessary. A syringe containing 1 cc. of 
epinephrin should be in readiness at the bed- 
side in case of anaphylactic reaction to the 
vaccine. In the 6 cases reported no such re- 
actions occurred, but there have been re- 
ported instances of this complication. 

In a typical reaction following vaccination 
the temperature rises to 100° or 101° F. within 
a few hours and the patient complains of 
abdominal cramps. Peritoneal irritation is 
indicated by tenderness on palpation of the 
abdomen. The temperature elevation may 
continue for from 24 to 48 hours, but usually 
falls to normal the day following the injec- 
tion. 

W. K. Jennincs, M.D. 

Winnetka, III. 


A Skin Test for Diagnosis of 
Gonococcus Infections* 


THE gonococcus bouillon filtrate (Corbus- 

Ferry) contains 2 specific substances. The 
one, when injected intradermally, is probably 
taken up by the histiocytes in the skin and 


produces a gonococcal antitoxin. The other 
presumably combines with the sensitizing 
antibodies and produces a typical allergic re- 
sponse in individuals infected with the gono- 
coccus. 

These 2 reactions are easily demonstrated 
after 24 hours following a therapeutic dose 
of the standard bouillon filtrate (Corbus- 
Ferry). There is a large inflammatory zone, 
usually about 2 inches in diameter (anti- 
toxin-forming area), in the center of which 
is a smaller, elevated and darker red zone 
(sensitizing response). 

However, when the standard bouillon fil- 
trate (Corbus-Ferry) is heated in an auto- 
clave at 15 pounds pressure for 15 minutes 
for 2 periods, with average temperature 115 
to 120 C., the antitoxin-forming substance 
is destroyed and there remains a substance 
which is capable of eliciting a cutaneous re- 
sponse in individuals infected with the gon- 
ococcus. 

The fact that the body is in a state of 
hypersensitivity, as shown by the Praussnitz 
and Kustner reaction (passive transfer), has 
been demonstrated by the author and by 
Engel and Vigliani, working independently at 
approximately the same time. 


*J. Urol., Vol. 35, No. 1, January, 1936. 
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Gonococcal infections, for the most part, 
are not difficult to diagnose clinically. How- 
ever, there exists a large group of cases in 
which at times this is very difficult to ac- 
complish. These cases comprise women, chil- 
dren, arthritics and a large number of pa- 
tients with chronically infected prostates. 

I am convinced, from my experience and 
clinical experiments, that this cutaneous test 
is founded upon an allergic basis. Further- 
more, the fact that this allergic state ceases 
with the disappearance of the gonococci, may 
help to clarify many previously mistaken 
diagnoses, and in addition furnish a specific 
test for a clinical cure. 

Bupp C. Corsus, M.D., F.A.CS. 

Chicago, II. 


—— -——_@-- 


Abstract Journals 


HE editorial article entitled “Abstract 

Journals,” which was reproduced from the 
Journal of the Kansas Medical Society for 
October, 1935 (Clin. Med and Surg., Dec., 
1935, p. 618), offers a criticism of the prevail- 
ing preference for abstract journals that is 
justified to a certain extent, and one can quite 
agree with the Editor that America has at 
tained a serious case of literary indigestion 
owing to the undue absorption of literary 
hash. It must be admitted that some of the 
medical abstract journals which are distrib- 
uted free to the profession leave much to be 
desired, and that the condensed articles 
which they publish are not always either well 
selected or well prepared. 

These things, however, are an outgrowth 
of a custom which is legitimate and was es 
tablished for the convenience of bibliograph- 
ers and physicians who are obliged to do a 
great deal of literary research in the study 
of their specialties. A number of abstract 
journals have existed for many years and 
occupy a legitimate place, because they are 
conducted as serious medical publications 
with the avowed purpose of serving the con- 
venience of physicians, in that they bring to 
their notice titles and brief abstracts of ar- 
ticles that they may wish to study in detail. 

From this point of view, the matter of ab- 
stract journals is not overdone, and one can- 
not object to them any more than one can 
object to Chemical Abstracts, for instance. 

I venture to offer this comment upon the 
editorial in question even though the prop 
er and well-established abstract journals do 
not require either defense or apology. 

H. J. Acnarp, M.D. 

Glendale, Calif. 


(There is, we feel sure, no objection in 
the minds of any thoughtful person against 
the serious abstract journals, like Chemical 
Abstracts, which are published at a regular 
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subscription price with the sole object of 
diffusing scientific information. The students 
who make use of such periodicals as those 
are in no danger of acquiring the abstract 
habit, because they are sincere seekers after 
knowledge. 

The trouble arises when someone, whose 
sole or chief idea is making money, embarks 
upon the free and general distribution of a 
periodical whose “editorial” pages are “jazzed 
up” so as to furnish amusement rather than 
instruction, and whose object is to sell ad- 
vertising space to the detriment of the sound 
and scientific journals. 

The conditions are probably not so serious 
as they at first appear, because the busy and 
intelligent physicians generally consign such 
publications at once to their proper place, 
in the wastebasket. But, in these hurried 
and stressful days, there is a real danger 
that many, in their eagerness for extensive 
(and superficial) information, will neglect 
the intensive study by which alone the mind 
truly grows and becomes strong.—Eb.) 

—_————e-——_—"—" 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 
—————_o-——- 


Control of Scarlet Fever* 


Grace quarantine of scarlet fever patients 
prevents neither endemics nor epidemics 
of this disease, because too many patients re- 
main carriers after release from quarantine. 
An absolute quarantine of entire families is 
probably responsible for more additional cases 
than the proper isolation and quarantine of 
only the patient. Scarlet fever quarantine is 
based more on tradition and expediency than 
on scientific facts. 

The use of nose and throat cultures for 
the control of scarlet fever carriers may pre- 
vent some exposures and infections, in spite 
of the many uncertainties of this procedure. 

Immunization against scarlet fever with 
five doses of Dick scarlet fever toxin, is both 
effective and safe. Even children having only 
two doses of toxin had a case rate of about 
11 per 1,000 compared to 60 per 1,000 for the 
unimmunized school children. Fear of reac- 
tions no longer justifies the opposition of 
private physicians and health departments of 
scarlet fever immunization. 

The strict isolation of all children under 
seven years of age for six weeks during a 
scarlet fever epidemic not only reduces the 
number of scarlet fever cases, but also aids 
in the control of other childhood contagious 
diseases. The permanency of this improve- 
ment depends upon the percentage of im- 
munes produced by the epidemic and immu- 
nization. 


*Ill. Health Messenger, Mar. 1, 1936. 
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Public health officials have reason to point 
with pride to achievements in typhoid fever, 
smallpox and diphtheria control, but when it 
comes to the control of scarlet fever, they 
have been too easily satisfied with large and 
attractive isolation hospitals and the annual 
imprisonment, for a period of from three to 
six weeks, of thousands of our most law- 
abiding families. 

More money for immunization and less for 
contagious disease hospitals should be the 
slogan of all progressive health departments. 

Joun P. Koenter, M.D. 
Commissioner of Health. 
Milwaukee, Wis. 


o-_-——- 


Relief for the Obstetric Patient 


- the May, 1932, issue of Cirmicat MEDICINE 
AND SURGERY, page 283, I made a preliminary 
report on “Salt-Free Diet in Obstetrics.” 
Since that time, J. Karpati, of Budapest, 
Hungary (Jour. de prat. 30, 1935), and also, 
at the women’s clinic in Strassburg, obstetri- 
cians Hofstein, Petrequin and Reeb, observed 
the same phenomenon in healthy women. 


Salt-Free Diet 

In my short article of 1932, I stated that 
I had inquired carefully as to the diets of 
women who had prolonged and slow labors, 
and that I found that all, without exception, 
were heavy users of salt; while those that 
had more rapid and easier deliveries were 
scant users of salt. 

In 1929, I began to insist on the no-salt 
regime, for forty-five to sixty days, if pos- 
sible, before term. Those whom I know to 
have kept on a salt-free diet, were rewarded 
by a much shorter and less painful labor. 
Not only is the delivery quicker and easier, 
but the cervix dilates more easily and is 
markedly less edematous; the outlet has, ap- 
parently, more elasticity; and lacerations are 
less frequent. 


Elevation of the Pelvis 


Not only do we owe it to the patients to 
try our best to make their deliveries as easy 
as possible for them, but we owe it to them 
to make it as easy as possible for them dur- 
ing the latter months, when the pressure of 
the enlarging uterus distresses them so. A 
very simple, common-sense, mechanical pro- 
cedure—elevation of the foot of the bed—un- 
questionably offers more relief than most of 
us realize. 

The bed should be elevated from six to 
ten inches at the foot. The patient is in- 
structed that she may use a pillow or two 
under her head, but not under the shoulders. 
One pillow may be also tucked under the 
side, if the patient so desires. After the pa- 
tient has slept with the hips raised for a 
night or two, she will state that she rests 
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better, that the pelvic pressure is less, and 
that she is not troubled so much with “leg 
cramping,” and that there is no edema of the 
legs. 

Elevation of the bed is a simple procedure, 
but is not mentioned by textbooks or by ob- 
stetricians generally. It cannot be harmful 
to the patient, but can be a measure of safe- 
guard against the common injuries to the 
ureters, pelvic viscera, etc., due to abdominal 
pressure. Those of us who do cesarean oper- 
ations with the patient in a slight Trendelen- 
burg position, can readily see why this po- 
sition gives great relief to the patient from 
the fifth to the ninth month of pregnancy. 

Varicose veins can be practically elimin- 
ated by this mechanical procedure: and if 
this advice helps to prevent that condition 
alone it is worth while. However, I am fully 
satisfied that many other intra-abdominal dis- 
orders can be prevented also, especially the 
ones pertaining to the genito-urinary tract. 

G. A. BEenpiace, M.D. 

Long Beach, Calif. 


——_—___—_- 


Syntropan: A New Antispasmodic* 


FOR over fifty years efforts have been made 

to find a new antispasmodic to replace atro- 
pine, whose pharmacologic properties ex- 
hibit a uniform action on the parasympathetic 
end apparatus. In order to produce a com- 
pound which would act selectively in paralyz- 
ing the smooth musculature and which, at the 
same time, would not influence, as does 
atropine, the salivary secretion, accommoda- 
tion of the pupil, circulation, etc., the tropic 
esters of the noncyclic alcoholic amines were 
among the important series to be examined 
pharmacologically. 


These studies have resulted in the pro- 
duction of a drug known as Syntropan, which 
possesses the antispasmodic properties of 
atropine, but lacks its unpleasant by-effects. 

This drug has been used with success, in 
doses of from 20 to 50 mg. three times a day, 
in cases of spasm of the stomach, duodenum, 
colon, gallbladder, urinary bladder and 
urethra, uterus (spasmodic dysmenorrhea), 
and other conditions in which atropine is 
usually given for its relaxing effects. It has 
also been successfully employed, in doses as 
large as 0.8 Gm. (corresponding to 20 mg. of 
atropine) daily, in several cases of Parkin- 
son’s disease. It is well tolerated and, so far, 
appears to be harmless, in therapeutic doses, 
though a point is reached, when very large 
doses are given, where it produces disturb- 
ances of accommodation. 

Ben-Henry Rose, M.D. 

New York City. 


*Med. Rec., Feb. 5, 1936. 
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Sterility in the Female* 


A PRACTICAL investigation of the prob- 
lem of sterility would include: 

1—A careful history, with particular stress 
on the evidences of disturbed function, as 
shown by menstruation and its associated 
phenomena. 

2—A careful, complete physical examina- 
tion for evidence of constitutional or local 
defects. 

3—A determination of male generative 
potency. 

4—A determination of the patency of the 
female genital tract by tubal insufflation. 

5.—A determination of cyclic hormone elab- 
oration by the weekly examination of the 
urine and blood for the presence of female 
sex and anterior pituitary hormones. 

6.—Performance of other laboratory exam- 
inations which appear indicated, such as a 
basal metabolism test and blood count. 

7—A careful scrutiny of all the factors 
elicited, in an effort to determine the point 
at which failure of fertility occurs. 

8.—Institution of proper therapy to correct 
the discovered defect. 

Apotpx Jacosy, M.D., F.A.C.S. 

New York City. 


@e——_——_- 


The Advertisements are NEWS! Read 
and use them. 
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Food and Defecation 


FooD may not be the main factor in daily 
defecation; nor is it certain that a daily 
stool is necessary to health. 

The laxative effect of roughage in the diet 
does not depend directly upon its bulk, but 
upon the fatty acids present and upon the 
power of hemicellulose to absorb water.—Dr. 
Wuut1am H. Otmstep, St. Louis, Mo. 
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appeared to be sleeping and he did not dis- 
turb her. 


Examination showed a _ well-nourished, 
comatose woman; blood pressure, 150/90; 
pulse, 60 to 70; temperature, 98° F.; respira- 
tion tending toward the Cheyne-Stokes’ type; 
a trace of albumin in the urine. Her pupils 
were unequal (right slightly dilated; left 
miotic); no evident paralyses; no pathologic 
reflexes; no rigidity of the neck or legs. 

Requirements: Suggest probable diagnosis. 
What would you have done in a case like this? 


*Am. Med., Dec., 1935. 
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Afternoon Sluggishness 


AREFUL and controlled tests have shown 

that the sluggishness which so often 
affects indoor workers in the early and late 
afternoon is due to the eating of heavy 
lunches, and can be materially lessened by 
eating a light dairy lunch of some ready- 
to-eat cereal such as corn flakes, with top 
milk, and a gelatine custard, or fresh fruit 
dessert—Dr. Donatp Lairp, et al, in Journ. 
Am. Dietet. Assn., Jan., 1936. 


— e 


Prevention of Measles with Human 


Placenta Globulin 


OLLOWING the work of McKhann and Chu 

(A. J. Dis. of Child., Mar., 1933), it has 
been found that the injection of globulin ob- 
tained from human placentas, in doses of 
2 or 3 cc. of the commercial preparations, 
acts as an effective prophylactic against 
measles.—Dr. I. M. Levrras, in J. A. M. A., 
Aug. 17, 1935. 


——__——— —_@-—__—__—_-_—- 


Seasickness 


NE of the causes of seasickness, carsick- 

ness and similar disorders appears to be 
the hyperventilation resulting from the deep 
and rapid breathing which accompanies the 
nervousness and discomfort which many trav- 
elers experience. The logical remedy, then, in 
the absence of a supply of carbon dioxide 
and a machine for administering it, is to hold 
the breath as long and as frequently as pos- 
sible, or to use a paper bag or something 
similar for rebreathing the patient’s own ex- 
haled carbon dioxide. The patient’s mental 
state plays an important part—Druggists’ 
Circular, Aug., 1935. 


——— -@9 —-— 


Hypoglycemia 
GronrannTs hypoglycemia is not always 
synonymous with hyperinsulinism, nor is 
the pancreas the only organ involved.* 

Of 112 hypoglycemic patients, 88 showed 
evidences of hypopituitarism and 20 of hypo- 
thyroidism. Seventy-four (74) of these pa- 
tients were improved by organotherapy and 
dietary measures.—Dr. Max A. GOLDZIEHER, 
in Endocrinology, Jan., 1936. 


Dr. C. H. N. Long, in 


*See abstract of p ees b 
LIN. Mep. AND SurcG., page 231. 


May, 1936, issue of 
—E>. 


Beer in Diabetes 


UR results show no effects of beer, either 

harmful or beneficial, in the diabetic diet. 
To the extent that the alcohol contained in 
the beer may be utilized without forming 
sugar and without requiring additional in- 
sulin, beer may offer an advantageous source 
of extra calories in some cases. Our results 
indicate that, while some patients may 
probably take moderate amounts of beer in 
addition to their diet, it is wise to substitute it 
in isocaloric amounts (exclusive of the 
alcohol) for other foodstuffs in the diet, as 
one would do in dealing with any other article 
of food—Sotomon Strouse, M.D., F.A.CP.; 
SamvueEt Sosk1n, M.D., and Ben Vincorr, M_.D., 
in Ann. Int. Med., Mar., 1935. 


———__ -@-_—__—_——_- 


Quinine in Labor 


Oe is a safe stimulant of the partur- 
ient uterus, as it never produces uterine 
tetanus. It is best given by injection, 2 grains 
(125 mg.) every half hour until 4 doses are 
given or the pains are satisfactory. If pitui- 
tary extract is given after quinine, only %4 
to 149 of the usual quantity will be required. 
—Dr. D. Hapnsrerr, in Schweiz. med. 
Wehnschr., Mar. 16, 1935. 


e-—————_—_- 


Diet in Cancer 


i of wheat-germ cereal, wheat-germ 
oil, lettuce and milk, made a group of 
mice much more resistant to experimental tar 
cancer than the control group fed on oats, 
bread, carrots, milk and water. This “anti- 
carcinogenic” diet was unusually rich in 
vitamin E and also in vitamins B, and B,. 

A diet high in vitamins, especially vitamin 
E, is well worth trying in human carcinoma 
patients—Dr. J. R. Davison, in Canad. M. 
A. J., Apr., 1935. 


Diphtheria 

= seems to be generally agreed that in clin- 

ical cases or suspected cases of diphtheria, 
without waiting for the result of a throat 
culture, at least 20,000 units of antitoxin 
should be injected at once, even though the 
child has been given injections of toxin- 
antitoxin or toxoid—HErRMAN N. BUNDESEN, 
M.D., Chicago. 
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Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE AND 
SURGERY, Medical & Dental Arts Bldg., Waukegan, Ill., is accom- 
panied by a check for the published price of the book. 


A book is just what each man, woman or child 
can find in it—no more and no 
less—AUTHOR UNKNOWN. 


Spivack: Surgical Technic 


HE SURGICAL TECHNIC OF ABDOM- 

INAL OPERATIONS. By Julius L. Spivack, 
M.D., Assistant Professor of Surgery, Uni- 
versity of Illinois College of Medicine; Pro- 
fessor of Operative Surgery and Surgical 
Anatomy, Cook County Graduate School of 
Medicine, etc. 677 Illustrations on 362 Fig- 
ures—Mostly Original. Chicago: S. B. De- 
bour, Publishers. 1936. Price, $10.00. 

This valuable and original work is from the 
pen of the creator of the generally accepted 
tubovalvular gastrostomy, an operation which 
was a distinct step forward in gastric sur- 
gery. It is the author’s first book, and is just 
what one would be led to expect, judging 
by the many valuable contributions he has 
made to the current surgical literature. 

A mere enumeration of some of the salient 
features of the work will suffice to show its 
originality and surgical value. For the first 
time in any book, the minute details of oper- 
ative technic are made a prominent feature. 
Not only is the reader told when to do, but 
he is shown how to do. Step by step the 
various operations are depicted, not only 
graphically, but also by series of original 
pictures, so that even a tyro or the student 
can see the operations as if performed be- 
fore his eyes. In the text the vital points 
to be emphasized are printed in heavy type, 
whereby it becomes impossible to overlook 
an important detail. Many excellent oper- 
ations not generally known in this country, 
but which have proved their great practical 
value elsewhere, are included in the work, 
thus adding an international quality to the 
book and thoroughness in the treatment of 
surgical technic. A historical review of the 
subject treated in each chapter makes the 
work, in effect, a description of the evolu- 
tion of the various surgical operations. 

A few of the author’s own operative 
procedures, heretofore unpublished, are pre- 
sented for the first time. Each chapter ends 
with a comprehensive and up-to-date bibli- 
ography. On the whole, this work consti- 
tutes a notable addition to the literature of 
the subject, and deserves a place in the li- 
braries of all those who practice surgery. 
The mechanical features and general make- 
up of the book are excellent. 


WwW. A. ot. BD. 


Goodale: Interpretation of 
Laboratory Findings 


NTERPRETATION OF LABORATORY 

FINDINGS. By Raymond H. Goodale, M.D., 
Pathologist, City Hospital, Worcester, Mass., 
Visiting Pathologist, Belmont and Fairlawn 
Hospitals, Worcester, Mass., Harrington Mem- 
orial Hospital, Southbridge, Mass., and Bald- 
winville Hospital Cottages, Baldwinville, 
Mass.; Assistant Professor of Experimental 
Pathology, Boston University School of Med- 
icine, Boston, Mass. Philadelphia: F. A. Davis 
Company. 1936. Price, $2.25. 

The author gives, in compact form, the lab- 
oratory data which the physician uses in his 
daily practice, and it is his intention to in- 
terpret the clinical value of such findings 
for the guidance of specialists, general prac- 
titioners and medical students. 

The book is divided into four parts: Part I 
is made up of normal values and the inter- 
pretation of abnormal values of the various 
body fluids and excretions. Part II consists 
of a list of diseases, arranged alphabetically, 
which shows the abnormal findings referred to 
in Part I. In Part III is a brief discussion of 
the physiologic pathology of the body fluids 
and excreta. Part IV contains methods of 
collecting and preparing body fluids and tis- 
sues for the laboratory. 

The author stresses the fact that physi- 
cians should not rely entirely upon the lab- 
oratory diagnosis; it is only a helpful adjunct 
in the modern doctor’s diagnostic armamen- 
tarium. While this is trite, and it is admitted 
that nothing can replace the careful clinical 
study of the patient, yet many facts brought 
out by laboratory tests are of inestimable 
value in elucidating clinical symptoms. Such 
a book as this, therefore, should be of very 
great value to medical students and general 
practitioners, and especially to those who, 
themselves, carry out the more common lab- 
oratory tests. 


——————_@q——_ 


Johnson: The True Physician 
HE TRUE PHYSICIAN. The Modern “Doc- 


tor of the Old School.” By Wingate M. 
Johnson, M.D. New York: The Macmillan 
Company. 1936. Price, $1.75. 

In these sad days for many members of the 
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medical profession, when we are constantly 
harassed by economic, social and even polit- 
ical troubles, it is refreshing—a kind of pro- 
fessional oasis in a desert where one seems 
lost—to run across a quiet little book of this 
type, which points out the real functions and 
objects of the life work of a true physician. 

The author writes from the viewpoint of a 
family doctor, but every medical student and 
practitioner will find everything he says in- 
teresting and profitable. It is the summation 
of the many little things in professional con- 
duct which are scattered throughout these es- 
says which builds up a doctor’s reputation 
and character. They make a modern physi- 
cian, with his multifarious paraphernalia, a 
“doctor of the old school.” We all admit the 
desirability and value of the habits of de- 
corum and professional rectitude inculcated 
by Dr. Johnson, but alas! we do not all prac- 
tice them. You cannot teach old dogs new 
tricks, and doctors, who are set in their ways 
and whose characters are already impressed 
on the minds of their publics will find it 
difficult to change their ways; but for the 
young medical man entering the arena of 
public professional life a careful study of Dr. 
Johnson’s little book and the patient practice 
of his advice should insure the building up 
of a successful and properly directed true 
physician’s practice. 


————_@e-—__—_—_ 


National Medical Monographs 


ATIONAL MEDICAL MONOGRAPHS. 

Edited by Morris Fishbein, M.D. New 
York: National Medical Book Company, Inc. 
1935. Price, $3.00 per volume. 

The series of handbooks published under 
the general caption of National Medical 
Monographs has apparently been designed to 
supply general practitioners with authorita- 
tive texts on the important phases of present- 
day medical practice. They omit all unneces- 
sary details and obsolete matter and include 
those findings of clinical and experimental 
research during recent years which have been 
accepted by the profession generally as con- 
sistent with sound practical observation. The 
monographs have been written by recognized 
authorities on the subjects with which they 
deal and have been issued under the edi- 
torial supervision of Dr. Morris Fishbein, of 
Chicago. The following books have been 
received: 


Stieglitz: Abnormal Arterial Tension 

ABNORMAL ARTERIAL TENSION. By 
Edward J. Stieglitz, M.S., M.D., F.A.C.P., As- 
sistant Clinical Professor of Medicine, Rush 
Medical College of the University of Chicago; 
Assistant Attending Physician, Presbyterian 
Hospital; Attending Physician, Chicago 
Memorial Hospital. 

The author considers arterial hypertension 
and hypotension, not as diseases per se, but 
as phenomena of a disturbed physiologic 
equilibrium. In this monograph he attempts 
to correlate the clinical aspects of abnormal 
blood pressure with the physiologic mechan- 
isms involved. It is only by an understand- 
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ing of the basic phenomena and processes 
that we reach a logical conception of the 
clinical problems which confront us daily; 
progress cannot be made if we are satisfied 
with empirical therapy; the fundamentals of 
etiology and pathogenesis are the essential 
basis of logical curative therapy. The author’s 
object is to present the modern concepts of 
the fundamentals in a brief, usable and co- 
herent form. 


Greenhill: Obstetrics 

OBSTETRICS FOR THE GENERAL 
PRACTITIONER. By J. P. Greenhill, B.S., 
M.D., F.A.C.S., Professor of Gynecology, 
Loyola University School of Medicine, 
Chicago. 

Only the important topics, and particularly 
those which are essential for the general 
practitioner, are discussed. The major ob- 
stetric operations are described, but the 
author thinks that, whenever possible, such 
should be performed by obstetric specialists. 
The book is based on the author’s personal 
experience, which has been mostly in ac- 
cordance with the teachings of De Lee. 


Clark and Drinker: Industrial Medicine 

INDUSTRIAL MEDICINE. By W. Irving 
Clark, A.B., M.D., Assistant Professor of the 
Practice of Industrial Medicine, Harvard 
School of Public Health, Boston, and Medical 
Director of The Norton Company, Worcester, 
Mass.; and Philip Drinker, S.B., Ch.E., Asso- 
ciate Professor of Industrial Hygiene, Harv- 
ard School of Public Health, Boston, Mass. 

Industrial medicine is confined solely to the 
medical problems of the operating industrial 
unit. It does not include medical care of 
workers or their families in the home. The 
authors’ effort in this book is to assist the 
general practitioner in understanding the 
conditions under which his industrial patients 
work, to discuss his contacts with an indus- 
trial medical department when one exists in 
a neighboring industry, and to inform him of 
standard practice in the industrial medical 
field. Prevention of industrial diseases proper 
is largely an engineering problem. This book 
may be used as a guide for the practitioner 
who seeks to enter the field of industrial 
medicine. 

Bargen: Colitis 

THE MANAGEMENT OF COLITIS. By J. 
Arnold Bargen, M.D., F.A.C.P., Division of 
Medicine, The Mayo Clinic; Assistant Profes- 
sor of Medicine, The Mayo Foundation; In 
Charge of Intestinal Service, St. Mary’s Hos- 
pital, Rochester, Minnesota. 

Accurate knowledge concerning intestinal 
disorders has been accumulated very slowly 
and most of it in recent years. It is now 
possible to distinguish real inflammatory dis- 
ease from the functional colonic disorders. 

Dr. Bargen’s monograph is devoted, mainly, 
to a narration of observations and experi- 
ments based on the rich clinical material of 
the Mayo Clinic. Theory and tradition about 
any intestinal ailment have been challenged 
by direct experimental attack and the re- 
sults of such attack have been set down in 
simple fashion. No attempt has been made 
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to review the voluminous literature on the 
subject. The chapters on ulcerative colitis 
and those on socalled mucous colitis and 
irritable colon are the result of recent in- 
tensive researches, and those phases are 
stressed which will interest and be of help 
to the practitioner of medicine. 


Becker: Diseases of the Skin 

COMMONER DISEASES OF THE SKIN. 
By S. William Becker, M.S., M.D., Asso- 
ciate Professor of Dermatology, School of 
Medicine, University of Chicago. 

Compared with previous epochs, derma- 
tology is now in what may be classed as the 
biologic era, in which most emphasis is placed 
on the study of underlying processes. Such 
study has tended to clarify and simplify the 
nature of diseases of the skin. Many hereto- 
fore-mysterious dermatoses have been found 
to be always associated with nervous hyper- 
activity and exhaustion, but the underlying 
mechanisms have yet to be determined. This 
functional viewpoint has been assumed by 
the author throughout this monograph, in the 
discussion of the more common dermatoses. 
Simple therapeutic measures are given which 
will suffice in a large majority of cases. One 
chapter is devoted to more commonly used 
prescriptions, along with directions for 
preparation and suggestions relative to their 
use. 

The lecture style is followed, as it is con- 
sidered more applicable than the encyclo- 
pedic style of the more complete textbooks. 


Myers: Diseases of the Chest 

DISEASES OF THE CHEST. By J. Arthur 
Myers, M.D., Professor of Medicine, Preven- 
tive Medicine and Public Health, University 
of Minnesota Medical School. 

The knowledge gained during the past 
decade has so completely revolutionized our 
methods of diagnosis, treatment and preven- 
tion of chest diseases that we have now 
entered upon a new era. 

The author particularly discusses the value 
of the roentgenogram, bronchoscope and 
microscope in the diagnosis of chest diseases. 

An attempt is made to emphasize the new 
procedures, as well as the older ones, of 
practical value to the physician in rendering 
the best possible diagnostic service and out- 
lining the best management of the diagnosed 
conditions, as well as methods of prevention 
insofar as they are understood. 

The monograph is divided into three parts. 
Part I deals with first-infection type of tuber- 
culosis; Part II with reinfection type of tuber- 
culosis; and Part III with nontuberculous 
diseases of the chest. 


——_———_@- —--—— 


Ryle: Natural History of Disease 


NATURAL HISTORY OF DISEASE. By 

John A. Ryle, M.A., M.D., F.R.C.P., Regius 
Professor of Physic in the University of Cam- 
bridge; Consulting Physician to Guy’s Hos- 
pital, London. Oxford University Press, Lon- 
don: Humphrey Milford. 1936. Price, $5.25. 
Of the thirty-four papers which form this 
book, the majority have already been pub- 
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lished in different medical journals during 
the past decade or so. These papers deal with 
subjects of general medical interest, more 
especially the author’s observations regarding 
symptomatology and the portraiture of 
disease. 

Many of the great advances in medical 
science and art can be traced to the pains- 
taking clinical studies of general practitioners. 
This unpretentious volume is of the type and 
represents the gleanings from the experience 
of the author as a general physician; it is a 
record of his field work in the study of the 
natural history of disease. 

Such books as this doctors enjoy. Dr. 
Ryle’s experiences will not be found less 
valuable and instructive because of the 
charming style in which they are related and 
the personal touches here and there which 
staccato the literary and scientific interest. 


eo 


Webb: Tuberculosis 


ERCULOSIS. By Gerald B. Webb, M.D., 
Former President, National Tuberculosis As- 
sociation; Lecturer on Medical History, Uni- 
versity of Colorado; President, Colorado 
Foundation for Research in Tuberculosis. 
With 17 Illustrations. New York: Paul B. 
Hoeber, Inc. Price, $2.00. 

This is one of the excellent “Clio Medica” 
series of primers on the history of medicine, 
presenting in concise and readable form 
special phases of the complex history of mod- 
ern science. 

The busy doctor will find in this pocket- 
size tome all the essential facts regarding the 
history of tuberculosis, from the earliest times 
down to the present day, including the devel- 
opment of our knowledge of its etiologic, 
pathologic and other clinical aspects. The 
various methods of treatment are also 
sketched. The facts given are authentic and 
are supported by bibliographic references. 
Physicians may recommend this book as a 


very interesting one to their tuberculous 
patients. 


—-@- 


Obstetrics 


Irving: 
TEXTBOOK OF OBSTETRICS. For Stu- 


dents and Practitioners. By Frederick 
C. Irving, A.B., M.D., F.A.C.S., William Lam- 


bert Richardson Professor of Obstetrics, 
Harvard University Medical School; Visiting 
Obstetrician, Boston Lying-In Hospital. New 
sae. Macmillan Company. 1936. Price, 
6.00. 

Designed as a simple and concise textbook 
for students and practitioners, this volume 
embodies, in an amplified form, the material 
contained in the outlines of normal and ab- 
normal obstetrics used for a number of years 
in teaching second, third and fourth year 
students in Harvard Medical School. It rep- 
resents the policies and practice of the Boston 
Lying-In Hospital and is offered to the reader 
as a framework upon which he may fix the 
fabric of his knowledge. 

Part I deals with normal obstetrics, which 
is covered in 12 chapters. In Part II there 
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are four sections covering abnormal obstet- 
rics. Section I is devoted to the pathology 
of pregnancy; Section II deals with the path- 
ology of labor; Section III covers obstetric 
surgery; and Section IV describes the path- 
ology of the puerperium. There are 357 
illustrations scattered throughout the text. To 
aid further study, each chapter is completed 
by a list of suitable articles from the ob- 
stetric literature of recent years. 

The book is excellently printed on good 
paper and is easy to read. It fully carries out 
the designs of the author, but is not intended 
to embrace fully the entire field of obstetrics. 


Meagher: Masturbation 


STUDY OF MASTURBATION AND THE 
PSYCHOSEXUAL LIFE. By John F. W. 
Meagher, M.D., F.A.C.P. Third Edition. Re- 
edited and Revised by Smith Ely Jelliffe, 
M.D., Ph.D. Baltimore: William Wood & 
Company. 1936. Price, $2.00. 

Despite a general tendency to ignore the 
subject of masturbation, it often becomes, of 
necessity, of vital interest to parents, teachers, 
clergymen, family and institutional physi- 
cians; in short, all those engaged or concerned 
in the care and training of children and young 
people. 

This volume contains no elaborate discus- 
sions of psychoanalytic or psychopathologic 
theories, but references are given for those 
who would pursue the subject further. It is 
just a practical, sensible, authoritative little 
book, which physicians can safely lend or 
recommend, when consulted, to convey a 
proper understanding of what masturbation 
means and what can be done about it, medi- 
cally and otherwise. 


e—_—_——_- 


Levine: Clinical Heart Disease 


CHINICAL HEART DISEASE. By Samuel 
A. Levine, M.D., F.A.C.P.; Assistant Pro- 
fessor of Medicine, Harvard Medical School; 
Senior Associate in Medicine, Peter Bent 
Brigham Hospital, Boston; Consultant Cardi- 
ologist, Newton Hospital; Physician New Eng- 
land Baptist Hospital, Boston. Illustrated. 
Philadelphia and London: W. B. Saunders 
Company. 1936. Price, $5.50. 
purpose of the author is to present 

to general practitioners, in simple form, the 
important clinical aspects of the diagnosis, 
prognosis and treatment of heart diseases of 
the more common and generally-met types. 

There are 20 chapters, which are not ar- 
ranged according to any definite plan. Each 
chapter deals with a distinct subject and may 
be considered as a brief treatise on that sub- 
ject. All the important types of heart dis- 
ease are considered in this way. The book 
aims to be practical and those points are em- 
phasized which are simple, applicable at the 
bedside, and of direct value to the patient. 
The author everywhere stresses the value. of 
practical and useful clinical observation and 
its importance in teaching students the art of 
medicine. 


The author’s opinions are based on his ex- 
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perience. Occasionally, perhaps, a trifle over- 
confident in expressing views which would 
not be considered orthodox by many, on the 
whole the opinions set forth are such as will 
be admitted as correct by most authorities. 

The parts of the book which strike one as 
being of particular excellence are the chap- 
ters on rheumatic heart disease, acute car- 
diovascular emergencies, and those dealing 
with systolic murmurs and congestive heart 
failure. The chapter devoted to clinical elec- 
trocardiography also calls for special mention 
and contains everything that the physician 
should know concerning the practical appli- 
cation of this important diagnostic procedure. 

This volume contains no redundant matter; 
the text is confined to informative facts; it 
should be of great value to medical students 
and to practitioners who want a book on the 
practical aspects of heart disease. 


_—e—__"— 


Newburgh and Johnston: Human 
Life Processes 


HE EXCHANGE OF ENERGY BETWEEN 

MAN AND THE ENVIRONMENT. By L. 
H. Newburgh, M.D., Professor of Clinical In- 
vestigation, University of Michigan Medical 
School; and Margaret Woodwell Johnston, 
Ph.D., Instructor in Internal Medicine, Uni- 
versity of Michigan Medical School. Spring- 
field and Baltimore: Charles C. Thomas. 
Price, $3.00. 

The object of this book is to enlarge the 
students’ conception of the life process. It 
discusses quantitatively the field of nutrition 
that deals with the sources and transforma- 
tions of energy. The qualitative require- 
ments are mentioned very briefly. 

This highly technical little volume will be 
invaluable to researchers in nutrition and 
other problems of human biology, and will 
broaden the physiologic outlook of any phy- 
sician who will take the time to study it. 

a _ 


Hensel: Allergy of the Nose and 
Paranasal Sinuses 


LLERGY OF THE NOSE AND PARA- 

NASAL SINUSES. A Monograph on the 
Subject of Allergy as Related to Otolaryng- 
ology. By French K. Hansel, M-D., M.S., As- 
sistant Professor of Clinical Otolaryngology, 
Washington University School of Medicine; 
Fellow of the Association for the Study of 
Allergy, the Association of Resident and Ex- 
Resident Physicians of the Mayo Clinic, the 
American Laryngological, Rhinological and 
Otological Society, and the American Acad- 
emy of Ophthalmology and Otolaryngology. 
With Fifty-Eight Text Illustrations and Three 
Color Plates. St. Louis: C. V. Mosby Com- 
map. 1936. Price, $10.00. 

The extensive development of the general 
field of allergy has necessitated specializa- 
tion within it. The subject is of particular 
interest to the otolaryngologist; the high in- 
cidence of manifestations in the nose and 
paranasal sinuses indicates a close correla- 
tion with the various other phases of sys- 
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temic allergy, for nasal allergy always sug- 
gests that other accompanying symptoms may 
also be of an allergic nature. Furthermore, 
allergy has become an important problem in 
the diagnosis and treatment of the inflam- 
matory diseases of the nose and sinuses; it 
must be differentiated from the infections, 
and the combined existence of allergy and in- 
fection must be recognized. 

Dr Hansel’s book is the result of fifteen 
years’ experience in clinical allergy, gained 
in the Mayo Clinic and in the Asthma Clinic 
of the Washington University School of 
Medicine. The object is to familiarize the 
otolaryngologist with the clinical features of 
allergy as related to the field of otolaryng- 
ology, to review the various phases of the 
subject itself, and to point out the frequent 
association of the nasal with other allergic 
manifestations. 

The author deals with the subject primarily 
by the consideration of the fundamental 
principles of physiology, biochemistry and 
bacteriology of the secretions, the reactions of 
the tissues in allergy and immunity and 
especially with the histopathology of the 
nasal and paranasal cellular structures in al- 
lergic conditions. All phenomena of an allergic 
nature connected with the nose and sinuses 
are reviewed in detail. Especial attention is 
directed to the otolaryngologic phase of al- 
lergy in children. The whole subject is covered 
in 35 chapters, each accompanied by biblio- 
graphies of articles from the world’s litera- 
ture dealing with a special phase under dis- 
cussion. 

The author is to be congratulated on his 
presentation of this difficult subject in a 
thorough and comprehensive manner. The 
work is one that is called for, is well done, 
and should be welcomed by otolaryngologists, 
pediatricians, and by general practitioners, 
many of whom find the intricacies of allergy 
and allied subjects rather bewildering. Every 
phase of interest will be found discussed in 
this volume. 


————__—9 


Zahorsky: Pediatric Nursing 


PEDIATRIC NURSING. By John Zahorsky, 
A.B., M.D., F.A.C.P., Professor of Pediatrics 
and Director of the Department of Pediatrics, 
St. Louis University School of Medicine and 
Pediatrician-In-Chief to the St. Mary’s Group 
of Hespitals; Fellow of the American Academy 
of Pediatrics. Assisted by Beryl E. Hamilton, 
R.N., Graduate of St. Luke’s Hospital, St. 
Louis. With 144 Illustrations in the Text and 
7 Color Plates. St. Louis: C. V. Mosby Com- 
pany. 1936. Price, $3.00. 

A number of innovations in the practice of 
pediatrics call for a new textbook on pediatric 
nursing. Dr. Zahorsky’s book answers the 
popular demand for such a textbook. There 
are two main parts: Part I is devoted to the 
science of pediatrics as it stands today. Part 
II is devoted to the technical nursing work. 
The methods of procedure are based chiefly 
on the work in a general hospital which has 
a department of pediatrics. The author has 
selected the methods of technic which he con- 
siders as best in the large hospital of St. 
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Louis. Chapters are added to aid the nurse 
in actual practice in the home when her train- 
ing in hospital practice has been completed. 
This manual is devoted to the advancement 
of pediatric nursing in all its phases. It is 
designed, through its modern concepts, facts 
and theories, to help improve the ability of 
the nurse and, therefore, insure the proper 
care and health to the infant. While primarily 
of value to pediatric nurses, it should be wel- 
comed by all those in any way associated with 
the care and management of infants. 
——S——" 


Mekie: Handbook of Surgery 


1.4 Aaeeoos. OF SURGERY. By Eric C. 
Mekie, M.B., Ch.B., F.R.C.S. (Edin.), Med- 
ical Officer, Malayan Medical Service; Form- 
erly University Tutor, Royal Infirmary, 
Edinburgh; Assistant, Department of Clin- 
ical Surgery, University of Edinburgh; Sur- 
gical Specialist, Military Hospital, Scottish 
Command. With a Foreword by John Fraser, 
M.C., M.D., Ch.M., F.R.C.S.E., Regius Pro- 
fessor of Clinical Surgery, University of 
Edinburgh. Baltimore: William Wood & Co. 
1936. Price, $4.50. 

This handy-sized volume is not a mere 
compend, but a clear and accurate presen- 
tation of the principles and essentials of sur- 
gery, inclusive in detail, yet sufficiently con- 
cise to used as a review and refresher 
for all who do much or little surgery. It 
is especially valuable for senior medical stu- 
dents and for those who are about to take 
examinations. A few line drawings are in- 
serted here and there, to clarify the text 
where needed. The index is satisfactory. 

——————- 


Bailey: Emergency Surgery 


MERGENCY SURGERY. By Hamilton 
E Bailey, F.R.C.S. (Eng.), Surgeon, Royal 
Northern Hospital, London; Surgeon and 
Urologist, Essex County Counoil; Consulting 
Surgeon, Clacton Hospital; Late Surgeon, 
Dudley Road Hospital, Birmingham; Assist- 
ant Surgeon, Liverpool Royal Infirmary; Sur- 
gical Registrar, London Hospital. Second Edi- 
tion with 812 Illustrations, of which a Large 
Number Are in Color. Baltimore: William 
Wood and Company. 1936. Price, $14.00. 

The author’s aim has m to provide a 
clear practical working manual to which the 
surgeon can turn for plain guidance when 
he must deal with an acute emergency. When 
to operate, when not to operate, and how to 
operate under emergency conditions is the 
theme of the book. Almost every type of 
surgical emergency is dealt with, from blood 
transfusions to amputations, and illustrated 
step by step. 

The style of writing is clear and readable; 
the illustrations (many of which are in color) 
are unusually original and instructive; the 
type and paper are excellent and the index 
is ample. 

Surgeons will find this book indispensable, 
and it will be immensely useful to all gen- 
eral practitioners who do any surgical work 
at all. 
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Endocrinology 


T= PRESCRIBER, Endocrinology Number. 
65 Castle Street, Edinburgh 2: Prescriber 
Offices. May, 1936. Price, 3s.6d. ($1.25). 

The May, 1936, issue of the Prescriber 
(London) is devoted entirely to endocrin- 
ology, being the 16th annual issue on this 
subject. The various glands—thyroid, para- 
thyroid, adrenal, pituitary, pancreas, etc.— 
are dealt with, while the female and male 
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reproductive systems are very fully treated. 
Each chapter begins with a brief summary 
of the present position relating to the par- 
ticular gland and this is followed by a re- 
view of the literature during the past twelve 
months. The number, which runs to 68 
closely printed pages, thus presents a com- 
plete synopsis of the position today, and 
should be most useful for reference by prac- 
titioners. 


Ricken 


New Books Received 


The following books have been received in this office 
and will be reviewed in our pages as 
rapidly as possible. 


TUMORS OF BONE (Including the Jaws 
and Joints). By Charles F. Geschickter, M.D., 
and Murray M. Copeland, M.D. Revised Edi- 
tion. With Forewords by Dean Lewis, M.D., 
and the late Joseph Colt Bloodgood, M.D. 
New York: The American Journal of Cancer. 
1936. Price, $6.00. 

TIME OF OVULATION IN WOMEN. A 
Study on the Fertile Period in Menstrual 
Cycle. By Carl G. Hartman. Baltimore: The 
a and Wilkins Company. 1936. Price, 
3.00. 

DIATETIK DIE ERNAHRUNG DES GES- 
UNDEN UND DES KRANKEN. Medizinische 
Praxis Series. By Privatdozent: Dr. Wilhelm 
Heupke. Volume 20. Dresden and. Leipzig: 
Verlag Von Theodor Steinkopff. 1936. Price, 
paper cover, RM 9.50; bound, RM 10.80. 

MEDICAL HISTORY OF CONTRACEP- 
TION. By Norman E. Himes, Ph.D. Medical 
Foreword by Robert Latou Dickinson, M.D., 
F.A.C.S. Baltimore: The Williams & Wilkins 
Company. 1936. Price, $7.00. 

AN INDEX OF TREATMENT. By Various 
Writers. 11th Edition, Revised. Edited by 
Robert Hutchinson, M.D., LL.D., F.R.C.P. 
Baltimore: William Wood & Company. 1936. 
Price, $12.00. 

INTERNATIONAL CLINICS. Edited by 
Louis Hamman, M.D. Philadelphia: J. B. Lip- 
pincott Company. Price, $3.00 per volume, 
current year (not sold separately), $5.00 per 
volume, back years. 

A TEXTBOOK OF HISTOLOGY. By 
Joseph Krafka, Jr., Ph.D., M.D. Baltimore: 
The Williams & Wilkins Company. 1936. 
Price, $2.50. 

THE TECHNIQUE OF CONTRACEPTION. 
An Outline. By Eric M. Matsner, M.D. 3rd 
Edition. Foreword by Robert L. Dickinson, 
M.D. Introduction by Foster Kennedy, M.D. 
Baltimore: The Williams & Wilkins Com- 
pany. 1936. Price, $0.50. 

THE SPAN OF LIFE AS INFLUENCED 
BY THE HEART, THE KIDNEYS AND THE 
BLOOD VESSELS. By Franklin R. Nuzum, 
B.S., M.D., F.A.C.P. Springfield and Balti- 
more: Charles C Thomas. 1933. Price, $2.00. 

THE EXTRA-OCULAR MUSCLES. A 
Clinical Study of Normal and Abnormal 
Ocular Motility. By Luther C. Peters, A.M., 


M.D., Se.D. 2nd Edition. Philadelphia: Lea 
& Febiger. 1936. Price, $4.50. 

PHYSICAL EXERCISES FOR ASTHMA. 
Approved by the Honorary Medical Advi- 
sory Committee of the Asthma Research 
Council. Copies of the pamphlet can be ob- 
tained by sending an International Money 
Order for two shillings to Asthma Research 
Council, King’s College, Strand, London, 
W. C. 2, England. 

THEORIE DER ARTHRITIS DEFORMANS. 
By Professor Dr. Konrad Staunig. Dresden 
and Leipzig: Verlag Von Theodor Steinkopff. 
1935. Price, paper cover RM 3 

THERAPEUTIC USES OF INFRA- RED 
RAYS. With a Chapter on the Treatment of 
Sinusitis by Radiotherapy. By W. Annandale 
Troup, M.C., M.D., Ch.B. (St. And.). 3rd Edi- 
tion. With a Foreword by Sir William Wil- 
cox, K.CIE., CB. CM.G., M.D., F.R.CP. 
London: The Actinic Press, Ltd. 1936. Price, 
10/6 net ($3.00). 

TRAINING OF THE NEUROLOGIST AND 
THE PSYCHIATRIST. Reprinted from the 
Archives of Neurology and Psychiatry, Vol- 
umes 29 and 30, 1933, and Volumes 31 and 32, 
1934. American Medical Association. 

FOOD, FITNESS AND FIGURE. By Jacob 
Buckstein, M.D. Introduction by Harlow 
Brooks, M.D. New York: Emerson Books, 
Inc. 1936. Price, $2.00. 

SEX AND THE LOVE IMPULSE. An Out- 
spoken Guide to Happy Marriage. By J. H. 
Burns, B.Sc. New York: Emerson Books, Inc. 
1936. Price, $0.50. 

CLINICAL MISCELLANY. The Mary 
Imogene Bassett Hospital, Cooperstown, New 
York. In 2 Volumes. Springfield and Balti- 
more: Charles C Thomas. Vol. I, 1934, Vol. 
II, 1935. Price, $3.00 per volume. 

COLLECTED PAPERS OF THE MAYO 
CLINIC AND THE MAYO FOUNDATION. 
Volume XXVII, 1935, Published May, 1936. 
Edited by Richard M. Hewitt, B.A., M.A., 
M.D.; Lloyd G. Potter, and A. B. Nevling, 
M.D. Philadelphia and London: W. B. 
Saunders Company. 1936. Price, $12.00. 

NEUROLOGICAL SURGERY. By Loyal 
Davis, M.S., M.D., F.A.C.S., Ph.D., D.Sc. 
(Hon.). Philadelphia: Lea & Febiger. 1936. 
Price, $6.00 
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Courtesy, Univ. of Puerto Rico 


School of Tropical Medicine 
groggy the auspices of Columbia Univer- 

sity, the University of Puerto Rico, con- 
ducts an excellent School of Tropical Medicine 
at San Juan, in the spacious and beautiful 
building pictured above. Two new wings, 
furnishing additional laboratory facilities, 
have recently been added to the School. The 
University Hospital offers opportunities for 
the clinical study of diseases of hot countries. 


oe e - 


The Advertisements are NEWS! 
and use them. 
cueunibenagiianierenne: 
Graduate Fortnight 
T= annual Graduate Fortnight of the New 

York Academy of Medicine will be held 
October 19 to 31, inclusive, 1936. The general 
subject will be, “Trauma: Occupational 
Diseases and Hazards,” and will be presented 
from as many angles as possible, with the 
New York hospitals and eminent clinicians 
cooperating. There will also be an exhibit of 
books and specimens, and demonstrations of 
first-aid appliances. 

A complete program and registration blank 
may be had by writing to Dr. Frederick P. 
Reynolds, New York Academy of Medicine, 
2 E. 103 St., New York, N. Y. 

—_—_———o-——___— 


Read 


Trudeau Medal to Dr. Archibald 


HE Trudeau Medal of the National Tuber- 

culosis Association has recently been 
awarded to Dr. Edward A. Archibald, of 
McGill University, Montreal, for his achieve- 
ment in introducing thoracoplasty into 
America. 


New Jersey Quadruplets 

cy. May 9, 1936, Mrs. Emil Kasper gave 

birth to quadruplets in St. Mary’s Hos- 
pital, Passaic, N. J. The first three born were 
boys and the fourth a girl. The parents have 
two other children, Ellen, 3, and Ralph, 2. 
The quadruplets’ names are Frances, Frank, 
Felix, and Ferdinand. 


Dr. Frank J. Jani, a 32-year-old doctor of 
Passaic, was busy. Today the children are 
steadily gaining in weight and have ap- 
parently passed all danger. 

The father, a railroad mechanic, had been 
out of work for some time and had just 
secured a position at $22.00 a week. When 
the quadruplets were first born panic seized 
him when he realized the difficulties in rais- 
ing four more children, but incubators were 
provided and offers of help are coming in 
from all over the country. 


—_———_-@e—____—_- 


Chiropodists Graduate 


T= twenty-second commencement exer- 

cises of the Illinois College of Chiropody 
and Foot Surgery, Chicago, of which H. L. 
Du Vries, M.D., is president, and Wm. M. 
Scholl, M.D., is vice-president, were held 
May 30, 1936. There were 40 in the graduat- 
ing class, who had taken a three-year course 
in this specialty. These young men will go 
out to practice in a field which physicians 
have very generally neglected—to their own 
professional and economic loss. 


o——_—_—_—_ 


Oriental Physicians Approve 
Birth Control 


A LETTER from Margaret Sanger, regard- 
ing her lecturing and demonstration 
tour of the Orient, contains the rather aston- 
ishing information that, in India, Malaya and 
China, the physicians (individually and as 
organizations), health directors, heads of hos- 
pitals, and scientific men welcomed her 
eagerly, approved of her instruction and 
methods, and gave her every assistance in 
bringing her message to as many people as 
possible. 

It is to be hoped that the medical men of 
the United States will not prove to be less 
progressive in this matter than their profes- 
sional brothers of the Far East. 
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SEND FOR THIS LITERATURE 


To assist you in obtaining new and worthwhile literature on, 
equipment, pharmaceuticals, foods, physicians’ supplies, 
etc., CLINICAL MEDICINE AND SURGERY will 
gladly forward your requests for such cata- 
logs, booklets, reprints, etc., as are 
listed from month to month 
in this department. 
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SERVICE ARE FREE 


he all 


Feeding Diabetic Patients. Knox Gel- 


atine Laboratories. 


Technic of the Injection Treatment of 
Hernia. Loeser Laboratory. 


Menstrual Regulation by Symptomatic 
Treatment. Martin H. Smith Co. 
Taxol. Lobica Laboratories. 
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Purdue Frederick Co. 
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Laboratories. 


Knox Gelatine 


Gold Therapy. Hille Laboratories, Inc. 
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Associated Journal. High Blood Pres- 
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